
RHEUMATOLOGY 


A patient with rheumatoid arthritis has the following full blood count results: haemoglobin 
11.4 g/dl, platelets 470 x io 9 /| (normal range 150-400 * 10 9 /ll). white cell count 9 x 10 9 /I (4-11 
* 10 s /l) . mean corpuscular volume 102 fl (80-96 fl). 

Which drug therapy is most likely to be responsible for this picture? 


A 

Lefluno micte 


B 

Methotrexate 


C 

Ciclosporin 


D 

Myocrisin 


E 

H yd roxych 1 o roo u i ne 




Submit 


Explanation 

Methotrexate and macrocytic anaemia 

In macrocytic anaemia the red cells are abnormally large - the mean corpuscular volume 
(MCV) is > 96 fl. Antifolate drug therapy, especially with dihydrofolate reductase inhibitors 
(eg methotrexate, pyrimethamine) causes macrocytic anaemia. 


A 35-yea r-c Id woman presents with increasing headache, nausea, vertigo, decreasing vision 
in both eyes and persistent fever. She also complains of pain in her legs when she goes 
jogging. Her blood pressure is 190/110 mmHg and her femoral pulses are weak, with a radio- 
femoral delay. 

What is the most likely diagnosis? 

A Wegener's granulomatosis 

B Coarctation of aorta 

C Giant-celt arteritis 

D Polyarteritis nodosa 


E Takayasu's arteritis 


Takayasu's arteritis is a chronic inflammatory granulomatous panarteritis cf the major 
arteries - the carotid, innominate and subclavian arteries and the ascending arch of the 
aorta. The brachial, radial and ulnar arteries can also be involved, it most commonly affects 
women (the ratio of women to men is 8:1), with a typical age onset of 25-30 years. Although 
it has a worldwide distribution, it is most common in Asia. The usual presentation is with 
claudication and systemic symptoms of fever, arthralgia and weight loss. 

Differential diagnosis 

Wegener’s granulomatosis commonly presents with upper airway revolvement 
(typically epis taxis, nasal crusting and sinusitis), haemoptysis, mucosal ulceration and 
deafness due to serous otitis media. 

Giant-cell arteritis is a large -vessel vasculitis that predominantly affects branches of 
the tern p ora band ophthalm c arteries. The mean age of onset is 70 years, with a female 
to male ratio of 4:1. The most important clinical features are headache iocaliseo to the 
temporal or occipital region with scalp tenderness and unilateral visual disturbance 
due to vasculitis cf the posterior ciliary artery, which suppl es the optic nerve. 
Polyarteritis nodosa (PAN) is a necrotising vasculitis. The characteristic presentation ;s 
with myalgia, arthralgia, fever and weight loss. Ocular involvement is rare in PAN. 
Coarctation of the aorta most commonly occurs in the region where the ductus 
arteriosus joins the aorta, ie at the isthmus, just below the origin of the left subclavian 
artery. The other features that this pat ent demonstrates are not usually seen in this 
condition. 


A 22 -year-old col ege student complains of stiffness and low back pair that is worse in the 
mornings. An X-ray shows obliteration of the sacroiliac joints 

Given the likely clinical diagnosis, what would be the most appropriate treatment for him? 


A Spinal osteotomy 


B Aspirin 


C Bedrest and immobilisation 


D Prednisolone 


E Spinal extension exercises 


Submit 



Explanation 

Management of ankylosing spondylitis 

People with ankylosing spondylitis should be encouraged to remain active and follow their 
normal pursuits as far es possible. Spinal extension exercises and regular physiotherapy are 
most useful Spinal osteotomy is rarely used to correct deforming kyphosis. Rest and 
immobilisation are contraindicated as they may lead to muscle wasting, osteoporosis and 
ankylosis. Prednisolone is net helpful. Ibuprofen is the preferred ana gesic for back pain in 
ankylosing spondylitis. 


A 45-yea r-c Id orthodox Muslim woman Is brought to the Rheumatology Clinic by her 
husband. On questioning, she complains of pain in most of her joints associated with 
difficulty in walking and raising her arms. Blood tests show a microcytic hypochromic 
anaemia with: total calcium 2.04 mmol/l, phosphate 0.35 mmol/I. alkaline phosphatase 546 
IU/1. total bilirubin 11 pm o I/I, aspartate aminotransferase (AST) 25 IU/1, alanine 
aminotransferase (ALT) 16 IU/1. album n 30 g/l. X-rays of the limbs show Looser's zones in 
the inferior femoral neck on the left side and the right medial femoral shaft. 

What is the most likely diagnosis? 


A Hypo pa rathy roid is m 

B Osteomalacia 

C Perimenopausal osteoporosis 

D Osteoarthritis 

E Bony metastases 


Osteomalacia 

Osteomalacia is characterised by defective bone mineralisation, bone pain, muscle weakness 
and pathological fractures, It is relatively rare in developed countries but can be seen in 
high-risk subgroups such as female Muslim immigrants and elderly housebound people. The 
low calcium and phosphate and raised alkaline phosphatase levels and the presence of 
Loose r J s zones, which are partial fractures without displacement, are pathognomonic, 

This condition is commonly due to vitamin D deficiency caused by poor intake, poor sunlight 
exposure and malabsorption. Hypoparathyroidism is associated with low calcium, raised or 
normal phosphate and normal alkaline phosphatase levels. In osteoporosis, the values are 
usually normal. 


A 20-year-o d man presents with a 4-day history of high spiking pyrexia and arthralgia On 
examination he has a maculopapular, salmon -pink rash on his trunk and arms and his distal 
interphalangeal joints are swollen. Hepatospienomegaly is present 

What is the most likely diagnosis? 


A Hepatitis C infection 

B Adult Still's disease 

C Infectious mononucleosis 

D Rheumatoid arthritis 

E 3ehpet : 's disease 


Explanation 
Adult Still’s disease 

Adult-onset Stilt's disease is found worldwide, with an incidence of 1-3 per million, most 
commonly in the age range 16-35 years and affecting males arc fema es equally n most 
populations. There is no consistent human leucocyte antigen (HLA) association. Common 
features are the high, spiking pyrexia, arthralgia or arthritis, end a character ist c rash 

Clinical features 

The fever typically appears in the evening. Spikes in excess of 39 °C are typical, though a 
return to a normal temperature does not occur in 20% of cases. Arthralgia is almost universal 
and can intensify during the febrile episodes. Distal interphalangeal joint involvement, seen in 
one in five patients, Es useful to distinguish it f rom other inflammatory arthropathies. The 
classic Still's rash is a maculopapular, salmon- pink rash on the trunk, thighs and arms or 
axillae, which appears during the temperature sp'ke. The rash can a ; so appear on the face, 
palms and soles and at sites of skin trauma (the Koebner phenomenon) in a third of adults. A 
severe sore throat (culture-negative) is relatively common in adults. 

Other common manifestations are nepatosplencmegaiy, with or without generalised 
lymphadenopathy, and polyserositis, of which pericarditis (in a third of cases) and pleuritis 
are the most common. Rare features include sicca symptoms (dry eyes, mouth), myocarditis, 
restrictive lung disease, liver or renal failure, panophthalmitis or inflammatory orbital 
pseudotumour, epilepsy, intravascular coagulopathy or haem ©phagocytic syndrome, arc 
amyloidosis. 


A 31-year-old woman presents for review. She com pa ins of severe pain and restriction of 
movement affecting her right elbow, which is particularly bad on the outside of the arm 
“here is no past medical history of note and she is a keen gardener. The pain is reproduced 
on resisted wrist extension when the examiner fixes the right elbow 

Which one of the following diagnoses fits best with this clinical history? 


A Medial, epicondylitis 


B Lateral epicondylitis 


C Cervical radiculopathy 


D Osteoarthritis of the elbow 


E Medial collateral ligament instability 


Explanation 
Tennis elbow 

Lateral epicondylitis (so-called tennis elbow) is caused by inflammation of the 
musculotendinous origin of the common extensors on the lateral side of the elbow. It is most 
prevalent in the 20-40-year age group and is seen in up to 10-15% of regular tennis players. 

On examination there is focal tenderness over the lateral epicondyle and resistance against 
wrist extension reproduces the pain. Management involves rest, Ice after exercise, stretching 
physiotherapy exercises, non-steroidal anti-inflammatory drugs and local steroid njections. A 
counterforce brace may be useful and patients resistant to conservative therapy may be 
referred for surgery to effect a lateral release. 


A 60-yea r-oEd woman complains of feelings of aching and heaviness in both legs on walking 
that causes her tc stop walking and bend or sit down. Extending the back aggravates the 
symptoms. An X-ray of the spine is normal. 

What is the most likely diagnosis? 


A Lumbar disc prolapse 


3 Lumbar spondylolisthesis 


Spinal stenosis 


D Osteoarthritis of the lumbar vertebrae 


E Crush fracture of the lumbar vertebrae due to osteoporosis 


Explanation 
Spinal stenosis 

This patient has spinal stenosis Reduction in spiral canal diameter usually due to 
osteoarthritis may cause spinal claudication while walking. Root compression symptoms may 
occur. The straight I eg -raising test is negative in spiral stenosis. 

Differential diagnosis 

Restricted fprward flexion with pain radiating into the buttocks or down the legs 
(sciatica) characterises lumbar disc prolapse. Extension of the back usually relieves the 
symptoms. 

Displacement (usually forward) of one lumbar vertebra upon another is seen in 
spondylolisthesis The X-ray picture is diagnostic. 

Osteophytes might be seen n the intervertebral joints in osteoarthritis and the disc 
space might be narrowed. 

Vertebral fracture due to osteoporosis would be evident on X-ray. 


A 30-year-old woman presents with severe scaly, erythematous lesions all over her body. She 
has also developed swelling and severe pain in her distal irterphalangeal joints. 

Given the diagnosis of psoriasis, what treatment is likely to be most suitable for her? 


A Topical corticosteroids 

3 Diclofenac 


C Coal tar 


D Long- wave ultraviolet radiation [psoralen ultraviolet A; PUYA) 


E I Methotrexate 


Explanation 

Treatment of severe psoriasis and arthropathy 

This is a potentially disabling severe form of psoriasis that justifies the use of methotrexate. 
Th s drug may interact with cc-trimoxazole and n.on-steroida anti-inflammatory drugs 
(IMS A IDs). A liver biopsy may be indicated yearly to detect the cirrhosis that may occur in 5% 
of users, “he full blood count needs to be monitored. Topical corticosteroids, coal tar and 
PUVA may reduce the skin lesions but will have no effect on psoriatic arthritis. 





A 39-year-old man with coeliac disease presents complaining of pain In both legs end 
difficulty walking. An X-ray shows linear areas of ow density surrounded by sclerotic borders 
in both femurs. 

Given the most likely explanation for his lower-limb symptoms, which blood test would be 
most useful in diagnosing this condition? 

A Plasma calcium 

B Parathyroid hormone level 
C Serum phosphate 

D Serum alkaline phosphatase 
E Urinary phosphate excretion 


Explanation 

Investigations in osteomalacia 

The history and results of the investigations suggest that this patient has developed 
osteomalacia, which can occur due to malabsorption of vitamin D in patients with coeliac 
disease. Blood results will show: 

The plasma calcium concentration is low or norma! 

Parathyroid hormone can he elevated if there is secondary hyperparathyroidism 
The serum phosphate level might he low due to increased parathyroid hormone- 
dependent phosphaturia, though this is variable 

Serum 25-hydroxycholecalciferol is usually low (except in vitamin D -resistant rickets) 
Alkaline phosphatase is reliably elevated in osteomalacia, for this reason it is the 
preferred answer here 


A 55-year-old man complains of a gritty sensation in his eyes, red spots on both calves anc 
pa ; n in his wrists and hands. T tres of anti-Rc (SS-A) and anti- La (5S-B) are high. 

What is the most likely diagnosis? 


A Systemic tupus erythematosus 


3 S j 6 gre n ' s sy n d ro m e 


C Avitaminosis A 


D Stevens-Johnson syndrome 


E Sarcoidosis 


Associated eye conditions in rheumatic diseases 


Sjogren syndrome is associated with keratoconjunctivitis sicca and/or xerostom a. 
Dysphagia, neuropathy, renai involvement. otitis media and hepatosplenomegaly are 
common. Art -Ro (SS-A) and anti-La (SS-B) tit res are high and are characteristic for 
Sjogren syndrome. 

Systemic lupus erythematosus (SLE) is a non-organ-specific autoimmune disease that 
is nine times more common in women. The age of onset is usually 15-25 years. 
Conjunctivitis can occur in SLE. 

Stevens- Johnson syndrome usually occurs in response tc a drug (sulphcnam des. 
penicillins) a vira or other infection (orf, herpes simplex), neoplasia or system! ic 
disease. The patient can be system ically very ill, with fever, arthralgia, myalgia, 
pneumonitis and/or uveitis. Vesicles develop in the mouth, genitourinary tract and/or 
conjunctiva. Target lesions of erythema multiforme may be seen on the skin. 
Sarcoidosis presents classics y as bilateral hilar lymphedenopathy on chest X-ray. In a 
third of cases this o resents with cough, fever arthralgia, malaise or erythema nocosum. 
^hese are painful erythematous nodular lesions on the anterior aspect of the shins. 
Anterior or posterior uveitis may also occur in this condition. 

Xerophthalmia and keratomalacia are manifestations of vitamin A. deficiency. The peak 
incidence is 2-5 years of age Other features such as arthritis and purpuric spots are not 


seen 


A 47-year-old shopkeeper who has been on analgesics for rheumatoid arthritis for the past 
2 years now complains of increasing pain, stiffness a no swelling in his finger joints. 

Which radiological feature would be most suggestive of rheumatoid arthritis? 


A Subchondral sclerosis 

B Decreased joint space 

C Periarticular osteoporosis 

D Lipping at the joint margins 
E Punched out, lytic lesions in juxta-articular bone 


Explanation 

Radiographic signs in arthritides 


Periarticular osteoporosis is a characteristic X-ray Finding in patients w th rheumatoid 
arthritis. 

Subchondral sclerosis and lipping at the joint margins are characteristic features of 
osteoarthritis. 

Decreased joint space occurs in both rheumatoid arthritis and osteoarthritis. 

Punched out, lytic lesions in juxta-articular bone are seen in gouty arthritis. 


A 38 -year-old man presents with progressive breathlessness, dry cough and c fficulty in 
swallowing. He also notes that his hands become pale and painful when exposed to the cold 
and that his fingers are swollen and stiff. His blood pressure is 160/110 rrmnHg. Chest 
radiographs show patchy shadows in both mid-zones and bases. 

What diagnosis could best explain these findings? 


A Sarcoidosis 


B Limited cutaneous scleroderma 


C Diffuse cutaneous scleroderma 


D Rheumatoid arthritis 


E 


Sjogren's syndrome 


Explanation 

Systemic causes of dysphagia 

Diffuse cutaneous scleroderma commences with swelling and stiffness of the fingers and is 
followed by extensive sclerosis. Heartburn, reflux or dysphagia is almost invariable. 

Raynaud's phenomenon usually starts just before or with the onset of the disease, in contrast 
to limited cutaneous scleroderma, in which Raynaud's phenomenon precedes the disease by 
many years. Renal involvement can be acute or chronic and can lead to hypertension Lung 
disease, both fibrosis and pulmonary hypertension, contribute significantly to mortality. 

Sjogren syndrome is associated with keratoconjunctivitis sicca and/or xerostomia. 

Dysphagia, neuropathy, renal involvement, otitis media and hepatosplenomegaiy are 
common. The ungs are not usually involved. 

Sarcoidosis presents classically as bilateral hilar lymphadenopathy on chest X-ray. It is 
asymptomatic in one-third of patients Dysphagia is not usually a feature. Raynaud's 
phenomenon is not a feature of rheumatoid arthritis. 


A 30 -year-old woman presents with fever, muscle and joint pains and fatigue. Erythema in a 
butterfly distribution is seen on her cheeks and across the bridge of her nose. 

What is the most common finding that you would expect to see on investigation of her 
joints? 


A Thickening of joint capsule 


B Tendon contraction 


C Soft tissue swelling 


D Aseptic necrosis 


E Bony erosions 


Explanation 

Joint X-ray appearancas in SLE 

This patient has features suggestive of system : c up us erythematosus (SLE). Joint 
involvement is the most common clinical feature (> 90%). The joints may appear clinically 
normal,, although sometimes there is soft-tissue swelling surrounding the joint Deformity 
because of joint capsule and tendon contraction is rare, as are bony erosions. Aseptic 
necrosis affecting the hip or knee is a rare complication of the disease. 


A 65-year-old woman complains of increased morning stiffness, particularly in her shoulder 
g rede, sc that she can't get up end has to roll out of bee. The stiffness lasts approximately 2 
hours. She also complains of fatigue and of being depressed. 

What is the most likely diagnosis? 


A Systemic lupus erythematosus 

B Osteoarthritis 

C Rheumatoid arthritis 

D Polymyalgia rheumatica 


E Sjogren’s syndrome 


Explanation 

Polymyalgia rheumatica 

Although the most common ege group involved is that between 60 and 70 years, a third of 
patients with polymyalgia rheumatica are a geo under 60 years,, initial symptoms are seldom 
seer, before 4E years or after SO years of age. The male to female ratio is 1:2. The onset is 
often dramatic, with some patients giving the precise date of their first symptoms, and in 
most cases it is fully developed within a month 


Clinical features 

Pa n and stiffness are usually localised to muscles, although tenderness is not as severe as in 
myositis. There can be additional tenderness involving periarticular structures. The onset is 
most common in the shoulder girdle, spreading to involve both shoulders,, the pelvic girdle 
and proximal muscles with striking symmetry. Involvement of d i s t a muscles is unusual. 
Immobii ty is most severe on waking; a characteristic complaint is the need to roll out of bed. 
often with the aid of a partner. This morn ng stiffness can persist for hours. 

Most patients look unwell and complain of general malaise, fatigue and depression. Anorexia 
and weight css car be striking, often suggesting neoplasia, while night sweats a no fever are 
frequent and are occasionally the presenting feature. 

Diagnosis 

Diagnosis Is usually made on the presence of a symptomatic response to steroid therapy and 
raised inflammatory markers, in the absence of other significant underlying pathology. 
Arterial biopsy may confirm the presence of giant ceil arteritis, although a negative biopsy 
doesn't exclude the diagnosis 


A 52-year-old woman with a long history of rheumatoid arthritis comes to the Emergency 
Department with bilateral, painful red eyes which have become increasingly uncomfortable 
over the past few days. There is watering and photophobia, and she tells you the pain has 
been particularly bad on the night prior to coming to the department. Scleral, episcleral and 
conjunctival vessels all appear engorged, there appears to be scleral thinning and some 
yellow necrotic areas present in both scierae. 

Which of the following would be considered a complication of this woman's eye disease? 


A Cataract formation 


B Macular hole formation 

C Retinal artery occlusion 

D Retina! haemorrhage 

E Retina vein occlusion 


Explanation 

The answer is Cataract formation - 

The history and examination here is suggestive of an underlying diagnosis of sclentis, with 
the yellow necrotic areas suggestive of scleromaiacia. Scleritis is associated with a number 
of longer term occular complications, These include: 

Keratopathy, leading to peripheral corneal thinning, acute stromal keratitis, sclerosing 

keratitis, or peripheral ulcerative keratitis 

Uveitis, both anterior and posterior uveitis are seen 

Glaucoma 

Cataract 

Fundus abnormalities including choroidal folds, disk edema, macular edema, annular 
cjliochoroidal detachment, or serous retinal detachment 


You are reviewing a research proposal for a trial of a new tumour necrosis factor alpha (TNF- 
a) antagonist. 

When reviewing the profile of TNF-a, which of the following is true? 


A Raised levels lead to increased insulin resistance 

B Acts on only one target cell 

C The gene coding for it Is found on chromosome 7 
D TNF-alpha is produced only by macrophages 

E Upo polysaccharide inhibits TNF-alpha production 


Explanation 

Tumour necrosis factor alpha (TNF-a) 


INF is a 212-amino-acid protein, coded for by a gene on chromosome S. 

It is a neutrophil chemoattractant, stimulates macrophage phagocytosis and helps 
drive the acute-phase response. 

Lipopolysaccharide exposure eads to increased TNF-a production. 

Raised levels of TNF-a lead to increased insulin resistance, because TNF-a promotes 
phosphorylation of IRS-1 (insulin receptor substrate 1). 

TNF-a acts or a range of targets, including the hypothalamus, liver, neutrophils and 
macrophages. 

TNF-a antagonists have a role to play in the management of seronegative arthritides, 
Crohn J s disease, psoriasis and rheumatoid arthritis. 


A 20 -year-old co ! iege student complains of increasing back pain and early morning stiffness. 
An X-ray of his lower back shows erosion of the apophyseal joints and obliteration of the 
sacroiliac junction. 

Given the most likely clinical diagnosis from these findings, what treatment would be most 
suitable for him? 


A Oral IMSAIDs 

8 Colchicine 

C I ntra- articular steroid injections 

D Spinal osteotomy 

E Bedrest and immobilisation 


Explanation 

Management of ankylosing spondylitis 

I bu profen is the preferred analgesic for back pain in ankylosing spondylitis. Patients with 
ankylosing spondylitis should be encouraged to remain active and follow their normal 
pursuits as far as possible. Spina extension exercises and regular physiotherapy are most 
useful. 

Spinal osteotomy is rarely used to correct deforming kyphosis. Rest and immobilisation are 
contraindicated as they may esc to muscle wasting, osteoporosis and ankylosis. Jntra- 
articular steroid injections are not helpful 


A 24-yea r-old man comes to the Rheumatology Clinic with severe beck pain, particularly 
during the mornings. He eiso has symptoms of ulcerative co tis fcr which are treated with 
steroid enemas. He is treated with Naproxen for his back pain, but with additional regular 
Paracetamol this is still not controlling it. He has a diagnosis of ankylosing spondylitis. On 
examination he has reduced chest expansion and limited forward and lateral flexion because 
of stiffness. 


Investigations; 


Kb 

13 3 g/dl 

wcc 

7.1 x10 9 /l 

PLT 

189 x10 9 /i 

Na + 

137 mmol/1 

K + 

4.3 mmol/l 

Creatinine 

110 micromol/l 

ESR 

67 mm /1 st hour 


Which of the following is the most appropriate next step? 


A Ada Azathioprine 



3 Add Eta percept 

C Add Methotrexate 

D Add Prednisolone 

E 


Switch Naproxen to Diclofenac 


Explanation 

The answer is Switch Naproxen to Diclofenac 

This man has uncontrolled symptoms of AS, the appropriate treatment pathway is a trial of 
an alternative NSAID f then moving on to an anti-TNF biological if symptoms are still not 
controlled according to NICE guidance. Etanereept, Golimumab and Adalimumab are all 
potential options. In contrast to other inflammatory arthritides, steroids and steroid sparing 
agents are not a part of the recommended therapeutic cascade. Consideration of risk TB is 
recommended prior to starting anti-TNF therapy. 


A 28-y ear-old man presents tc the ctinic with painful knees and ankles. He is noted to have a 
rash on the glens penis. He has a history of urethritis due to Chlamydia trachomatis. He has 
also recently attended the Ophthalmology Department for an episode of uveitis. 

What is the most likely diagnosis? 


A Reactive arthritis 

B SLE 

C Gouty arthritis 
D Septic arthritis 

E Rheumatoid arthritis 


Explanation 
Reactive arthritis 

The classic triad of arthritis, urethritis and conjunctivitis was previously known as Re ter 
syndrome, but is now referred to as reactive arthritis. It often occurs with mucocutaneous 
lesions Uveitis or episcleritis may also occur as ocular findings. A similar spectrum of clinical 
manifestations can be triggered by enteric infection with any of severe Shigella. Salmonella , 
Ye rsin fa and Ca mpyfo bacter species and by genital in fee t i o n w i t h Ch f a mydfa tra chornatis (an 
organism particularly associated with reactive arthritis). Reactive arthritis has a strong HLA- 
327 association and is a seronegative spondyloarthropathy The arthritis is usually 
asymmetrical and additive. There is no sepsis and joint aspirates are sterile. 

The history and findings here are not suggestive of rheumatoid arthritis 


A 55-year-old woman with a history of systemic lupus erythematosus complains of loss of 
vision. On examination she is found to have multiple opacities in the lenses of both eyes. 

What is the most appropriate treatment in this case? 


A Intraocular steroids 


B Laser treatment 


C Vitrectomy 


D Extracapsular lens extraction 


E Timolol 


Explanation 
Cataract in SLE 

Systemic lupus erythematosus (SLE) is a non-orgsn-specific autoimmune disease 
characterised by antinuclear antibodies and vasculitis. Women are most commonly affected. 
Cataracts may occur earlier than normal in this condition. The treatment ; s surgical removal 
of the lens. Extracapsular extraction with a posterior-chamber lens implant is the usual 
treatment of choice. 


A 31-year-oEd woman recently arrived in the UK from Somalia comp ains of marked neck 
pain, with pins and needles affecting the left arm associated with poor grip strength of the 
left hand. Examination reveals her to be tender over the cervical spine with spasm of 
trapezius on the left hand side. 

Radiographs of the cervical spine show narrowing of the C3/4 and C4/5 joint spaces and 
partial collapse of C4. Investigations show: haemoglobin 9.8 g/dl, white cell count (WCC) 
11.8 x 10 9 /l, lymphocytes 9.2 x 10®/ 1, platelets E67 * 10 9 /l. erythrocyte sedimentation rate 
(ESR) 121 mm in 1st hour, C- reactive protein (CRP) 256 mg/I, calcium 2.15 m mo I/I. albumin 
35 g/1. alkaline phosphatase 185 U/l phosphate 0.9 mmol/!. 

What is the most likely diagnosis? 

A Multiple myeloma 

S Pott's disease 

C Osteoporotic collapse 

D Disseminated malignancy 


E 


Osteomalacia 


Explanation 
Pott's disease 

Pott's d isease is the most likely diagnosis owing to the marked acute-phase response with a 
lymphocytosis in an ethnic group at increased risk of tuberculosis (TB). It may manifest in 
spondylitis (especially of the lower thoracic spine), parespinous TB abscesses, psoas abscess 
or cord compression. The elevated alkaline phosphatase in this case is caused by the recent 
fracture rather than by metabolic bore disease. Although standard anti-TB therapy for 
pulmonary TB lasts for 6 months, treatment for a 12-month period is recommended for 
patients with TB of the bone. 


A 69-yea r-c Id diabetic woman is febrile with chilis and rigors and has a 1-day history of pain 
in her right knee. 

What clinical diagnosis should be considered most likely until excluded? 

A Gouty arthritis 

B Osteoarthritis 

C Pseudogout 
D Septic arthritis 


E Reactive arthritis 


Explanation 
Septic arthritis 

This woman has septic arthritis. Involvement of a single joint occurs in 90% of cases. The 
kree is most commonly affected 

Gout is more ikeiy to affect the first metatarsophalangeal joint and is also not associated 
with fever, chills and rigors. Osteoarthritis is a degenerative process and does not oresent as 
an acute condition. Pseudogout is the deposition of calcium pyrophosphate crystals in a 
joint that is already affected by arthritis. These patients usually have long-standing pa n and 
several joints may be involved. Reactive arthritis is commonly seen in younger peopie, with a 
preponderance in men. occurring 4-6 weeks after a genitourinary or gastrointestinal 
infection. 


You review a 54-ysar-old woman who has long-standing rheumatoid arthritis. 
Which one of the following are common features of rheumatoid arthritis? 

A Ulcerative colitis 

B Uveitis 

C Proteinuria from renal deposition of amyloid 

D A monarticular picture 

E Proximal interphalangeal joint involvement in the hands 


Explanation 

Features associated with rheumatoid arthritis 


Rheumatoid arthritis commonly presents with a polyarticular picture, the 
metacarpophalangeal and the proximal interpha angeaf joints are the usual sites of 
involvement in the hands. 

Scleritis and episcleritis are more common ocular manifestations of rheumatoid 
arthritis than uveitis and are usually managed with local and/or systemic 
co rticoste raids. 

Disease-modifying agents used for treating rheumatoid arthritis are a more common 
cause of proteinuria in rheumatoid arthritis than amyloid deposition. 

Ulcerative colitis and inflammatory bowel disease are associated with seronegative 
arthritides. not rheumatoid arthritis. 


A 62-year-old woman presents for review. She has suffered from joint pains and arthritis for 
the past few years. Blood testing reveals positive rheumatoid factor 

What is the most common human leucocyte antigen (HLA) type in rheumatoid arthritis? 


A HLA B5 

B HLA B27 

C HLA DR2 

D HLA DR3 

E HLA DR4 


Explanation 

HLA type and rheumatoid arthritis 

Of the human leucocyte antigen (HLA) types, HLA DR4 is associated with increased 
development of rheumatoid arthritis, vitiligo, pemphigus vulgaris and diabetes mellitus. 
Class II antigens (the HLA-D series) are expressed on antigen-presenting cells (B cells, 
monocytes/macrophages, Lange rhans cells, dendritic cells and activated T cells), 
Rheumatoid arthritis is typified by widespread persistent synovitis. 

The development of synovitis is thought to be related to the local production of rheumatoid 
factors and cytokines by plasma ceils. Activated lymphocytes and macrophages in the 
synovium add to the rich mix of cytokines, producing interleukins, prostaglandins and 
tumour necrosis factor alpha. 

HLA DR3 is associated with diabetes meifitus, and DR2 appears protective against 
autoimmune diseases. B27 is associated with seronegative arthritis and inflammatory bowel 
disease. HLA B5 is associated with increased risk of Behcet's. 


An S -year-old bey presents with a 6- me nth history of gradually progressive swelling and 
pain below the right knee. On examination, the knee joint appears normal. An X-ray shows 
lytic lesion with sclerotic margins in the upper tibia! metaphysis. 

What is the most probable diagnosis? 


A Osteogenic sarcoma 

B Brcdie-'s abscess 

C Class cal osteomyelitis 

D Osteoclastoma 


E Ewing's sarcoma 


Leg pain and swelling in a child 


Brodie's abscess {the correct answer here) is a form of chronic osteomyelitis that 
arises insidiously A localised abscess is present w thin the bone, often near the site of 
the metaphysis. Deep ‘boring J pair is often the predominant symptom. The X-ray Is 
usually characteristic. 

In patients with osteogenic sarcoma the X-ray typica y shows a raised periosteum 
(Codman's triangle) with evidence of new bone formation under the corners, and a 
‘sun-ray 1 appearance causeo by well-marked radiating spicules of new bone within the 
tumour. 

Chronic osteomyelitis is nearly always a sequel to acute osteomyelitis. The bone is 
thickened and generally denser than normal. Sequestra are commonly present within 
cavities in the bone. There might be a sinus track leading to the skin surface 
discharging pus. X-rays show thickened bone w th irregular and patchy sclerosis that 
gives a honeycombed appearance. Sequestra are seen as dense loose fragments lying 
within a cavity in the bone. 

Osteoclastoma occurs most commonly in young adults a geo 20-40 years. The X-ray 
shows a soap- bubble appearance with no or minimal sclerosis. 

Ewing's sarcoma is a highly malignant tumour that arises in bone marrow. The tumour 
is therefore common in the shafts of the femur tibia or humerus. It arises in the 
diaphysis rather than the metaphysis of the bone. Radiographs show destruction of 
bone and concentric layers of subperiosteal new bone (an 'onion peer appearance). 


A young African-American woman is diagnosed as having systemic lupus erythematosus. 
What is the characteristic epidemiological feature of this condition? 

A It is about twice as common in women than in men 

B The highest incidence is amongst Caucasian women 

C The age of onset is usually over 40 years 

D It is associated with HLA-B8 and -DR3 in Caucasians 


E 


First-degree relatives have a 25?:, chance of developing the disease 


A 


It is about twice as common in women than in men 


B The highest incidence is amongst Caucasian women 

C The age of onset is usually over 40 years 


D I It is associated with HLA-B8 and -DR3 in Caucasians 


E Fir st-degree relatives have a 25^ chance of developing the disease 

Explanation 
Epidemiology of SLE 

Systemic lupus erythematosus (SLE) is most common in African-American women, 
with a prevalence of 1:250. 

It is about nine times as common in women than in men. 

It has a peek age of onset between 20 and 40 years. 

There is an increased frequency of HLA B8 and ML A DR3 in white Europeans, 
-irst-degree relatives have a 5 % chance of developing the disease. 

There is a higher concordance rate in monozygotic twins (up to 25%). 




A 62-year-old woman comes to the Rheumatology Clinic with severe rheumato d arthritis. 
She s currently taking a second-line agent, low-dose prednisolone and a non-steroidal anti- 
inflammatory drug. Despite this she still has active disease and wants to increase her therapy 
if possible. You are consider ng using etanercept, an anti-tumour necrosis factor (anti-TNF) 
agent in this patient 

Which one of the following interactions or previous illnesses would prompt caution or 
avoidance of etanercept? 


A Use n a patient with previous hepatitis B. no residual hepatitis / virus identified 
B Use in conjunction with sutphasalazine 
C Use In conjunction with methotrexate 

D Use in a patient with previous iron deficiency anaemia 

E Use in a patient with previous history of psoriasis 


A Use in a patient with previous hepatitis 3. no residual hepatitis / virus identified 


B I Use in conjunction with suiphasalazine 


C Use in conjunction with methotrexate 
D Use in a patient with previous iron deficiency anaemia 

E Use in a patient with previous history of psoriasis 

Explanation 

Etanercept 

Studies of etanercept in combination with sulfasalazine demonstrated a statistically 
significant reduction in the white blood ceil count. This should prompt caution when the two 
are used in combination. Other cautions include its use in patients with active hepatitis B or 
hepatitis C or with mu tiple sc erosis. The caution which everyone is aware of with anti- 
tumour necrosis factor (TNF) agents is, of course, the risk of reactivation of tuberculosis in 
patients who have a previous history of the disease. 





A 40 -year-old woman presents with a 5-year history of Raynaud's phenomenon. She now 
complains being unable to extend her fingers and has developed a painful ulcer on the tip of 
her right index finger. 

Which antibodies are most likely to be present in this condition? 


A Anti smooth muscle antibodies 


B Anticentromere antibodies 


C Anti-topoisomerase- 1 antibodies 


D Anti RNA polymerase antibodies 


E 


Anti-Ro (5SA) antibodies 


A Anti smooth muscle antibodies 


B I Anticentre me re antibodies 


C Anti-topoisomerase- 1 antibodies 
D Anti-RNA polymerase antibodies 

E Anti-Ro (SSA) antibodies 

Explanation 

Antibodies in rheumatic diseases 

The features ere suggestive of limited cutaneous scleroderma, which occurs in 60% cf 
people with systemic sclerosis. Speckled, nucleolar or anticentromere antibodies occur 
in 70-80% of patients. 

Anti -to pc isom erase-1 end anti-RHA polymerase antibodies ere seen in 25-30% cf 
people with diffuse cutaneous scleroderma. 

Antinuclear antibodies are non-specific for this disease, while anti-Ro antibodies ere 
characteristic of SJogrer syndrome. 





A 62 -year-old woman is being tree tec for a pathological fracture of her right femur. An X-ray 
of the femur shows patchy sclerosis, thickening of the trabeculae and dedifferentiation. 

Given the likely diagnosis, what treatment would be most appropriate for her? 

A Calcium supplements 

B Calcitonin 

C Hormone replacement therapy 

D Tiludronate 


E 


Raloxifene 


A Calcium supplements 


B Calcitonin 

C Hormone replacement therapy 


D I Tiludronate 


E Raloxifene 

Explanation 

Treatment of Paget's disease 

This woman has Paget J s disease. Bisphosphonates are the mainstay of treatment These 
analogues of normal bone pyrophosphate adhere to hydroxyapatite and inhibit osteoclasts. 
New bone formed after treatment is lamellar and not woven This reflects a normalisation of 
bone turnover rather than a direct effect on osteoclasts. Tiludronate is an oral 
bisphosphonate. 

Calcium supplements, calcitonin, hormone replacement therapy end raloxifene would be 
useful if she had postmenopausal osteoporosis. 




A 44 -year-old man presents with fatigue, low-grade fever and weakness. Because of muscle 
weakness, he can no longer climb the stairs to his first-floor flat. Over the past few weeks, a 
violaceous rash has appeared on his cheeks. 

What is the most probable diagnosis? 


A D e rm at o myositis 

3 Chronic fatigue syndrome 

C Polymyalgia rheumatica 
D Multiple sclerosis 


E 


GuilJain-Barre syndrome 


Explanation 

Dermatomyositis 

Symmetrical proximal muscle weakness resulting from muscle inflammation is seen in 
polymyositis, in around 25% of cases patients have a purple (heliotrope) rash) on the cheeks., 
eye ids and light-exposed areas (dermatomyositis) 

Differential diagnosis 

Polymyalgia rheumatica is common in older women and presents as aching and 
morning stiffness in the proximal muscles. 

Multiple sclerosis may present with unilateral optic neuritis, progressive weakness of 
the legs or many other neurological symptoms. Low-grade fever is not a feature of 
multiple sclerosis. 

Guillain-Barre syndrome (acute postinfective polyneuritis) presents with back and limb 
pain, followed by progressive ascending paralysis. The proximal muscles may be more 
affected and deep tendon reflexes are absent. Skin lesions do not occur. 

Fibromyalgia presents with fatigue and weakness but is not usually restricted to the 
lower limbs. Pain is the chief symptom in this condition for which no cause can be 
found. Muscle tenderness is not confined to the areas of weakness but is diffuse 


A 73-year-old man presents with malaise, anorexia, pain in his shoulders and hips and a 
weight loss of 8.7 kg that have developed over the past 3 months. Examination is 
unremarkable, except for mildly painful limitation of movement of his hips and shoulders. H 
BSR is elevated at 72. CK is in the normal range. 

What is the most likely diagnosis? 


A Polymyositis 

B System c lupus erythematosus 

C Rheumatoid arthritis 

D Polymyalgia rheumatica 


E 


Gout 


Explanation 

Polymyalgia rheumatica 

People with polymyalgia rheumatica have a raised erythrocyte sedimentation rate (ESR) end 
are at increased risk of cerebrovascular events, and should be treated with prednisolone. 
Systemic symptoms of PMR do include weight loss and anorexia. Polymyositis is associated 
with a rise in CK SLE and rheumatoid arthritis are associated with symmetrical small jo nt 
polyarthritis, and SLE in particular with the typical facia! rash Gout is usually associated with 
monoarthritis. 


A 42-year-old woman presents tc the Rheumatology Clinic for review. Over the past 2 
months she has suffered increasing pein. tingling end numbness in the early hours of the 
morning over the thumb, index and middle fingers of the right hand. She has recently been 
diagnosed with Type 2 diabetes which is managed with diet and exercise only. She puts her 
symptoms down to lifting two young children who are three and five years old. On 
examination her EF is 145/85 mmHg; pulse is 80/min and regular. Her BMI is 31. PhalerVs test 
is positive on examination the right hard. 

Which of the following is the most appropriate intervention? 

A Local corticosteroid injection 

B Low dose oral corticosteroids 

C Regular Naproxen 

D Splinting 


E Surgical release 


A 


Local corticosteroid injection 


B Low dose orel corticosteroids 

C Regular Naproxen 

D Splinting 
E Surgical release 

Explanation 

The answer is Local corticosteroid injection - 

In this situation splinting is not a realistic option for treatment of carpal tunnel syndrome. 
With regards to local corticosteroid injection, up to 70% of patients show a symptom 
response within 1 month. There is no evidence that NSAIDs are of value in treating the 
conditio^ and low dose oral: corticosteroids do not have a positive benefit risk profile in this 
situation. In the event that the response to local corticosteroids is insufficient, progression to 
surgery is appropriate. 




A 55-year-old obese patient complains of a 4-month history of moderate pain in her finger 
joints, mainly at the end of the day, which improves with rest. She has also noticed some 
swelling. On examination there is tenderness to palpation and enlargement of the distal 
interphalangeal joints. 

What is the most likely diagnosis? 


A Rheumatoid arthritis 

B Systemic sclerosis 

Osteoarthritis 

D Fibromyalgia 

E Gout 


Osteoarthritis 

Pain in osteoarthritis 

Pain is the predominant symptom of osteoarthritis, usually mild to moderate in nature and it 
increases with joint use and at the end of the day. Pain is generally improved with rest anc 
moderation of activity. Severe disease can cause pair at rest or at night. The source of pain 
car be underlying bone, the joint capsule or surrounding structures. Cartilage is avascular 
end without nerves and not itself a source of pain. 


Examination 

Physical examination reveals tenderness to palpation, bony thickening (osteophyte 
formation), small effusions and crepitus. Specific joint findings also occur: 

Typical findings in the hand are bony enlargement of the proximal interphalangea! 
joints (Bouchard's nodes) and the distal interphalangea I joints (HeberderVs nodes). The 
first carpometacarpal joint may be involved, causing a squared appearance of the 
lateral aspect of the hand. 

Involvement of the foot leads to bunions. 

In the knee there car be pronounced valgus and varus deformities. Baker's cyst or 
locking (suggesting menisca! damage). 

Early hip findings include limited interna! and external rotation. 

Back findings include pain; true osteoarthritis occurs at the apophyseal joints; 
degenerative disc disease and diffuse idiopathic skeletal hyperostosis are distinct 
entities. 


A 27-year-old woman known to suffer from epilepsy has been admitted with a history o f 
dizzy spells and a swollen left calf Her blood pressure recordings confirm a posture drop in 
her systolic reading of over 20 mmHg, Her biochemistry shows a sodium concentration of 
126 mine I/I and a potassium concentration of 6.1 mmol/l Her blood count Is normal apart 
from a low platelet count She has no past history of any surgical procedure but has a history 
of three spontaneous miscarriages. The nurse has noticed that at times she makes jerky 
explosive movements of her limbs. 

What is the underlying diagnosis? 


A Uncontrolled epilepsy 
B Idiopathic thrombocytopenic purpura 
C Anti phospholipid syndrome 

D Syndrome of inappropriate ADH (SIADH) secretion 

E Dehydration 


A Uncontrolled epilepsy 


B Idiopathic thrombocytopenic purpura 


C I Antiphospholipid syndrome 


D Syndrome of inappropriate ADH (SIADH) secretion 

E Dehydration 

Explanation 

Antiphospholipid syndrome 

Antiphospholipid syndrome is characterised by the presence of antiphospholipid ant bodies, 
which cause thrombosis through an effect on platelet membranes, endothelial cells and on 
prothrombin, protein C and protein S. It is characterised by recurrent abortions, epilepsy, 
chorea, migraine and Addison's disease. The low sodium and elevated potassium seen here 
raises the possibility of adrenal involvement leading to Addison's. 





A 55-year-old mar presents arthralgia affecting his hands, wrists, elbows and knees. He has 
been living and working in Portugal, where he runs a hotel and bar. Past medical history of 
note includes erectile dysfunction, which is managed with sildenafil. He has no children and 
no partner at the current time. On examination he looks tanned, his blood pressure is 
139/72 mniHg end his body mass index (BMI) is 27 kg/m 2 . Investigations show: haemoglobin 
11 O g/dl. white cel count 8 7 * 10 9 /J. platelets 181 x IQ 9 /!, sodium 139 mmol/l. potassium 
4.4 mmol/l, creatinine 110 umol/L a a nine aminotransferase (ALT) 132 U/l. alkaline 
phosphatase 160 U/l, bilirubin 76 p.mol/1, fasting blood glucose 9.1 mmol/l. 

Which one of the following is the most likely diagnosis? 

A Type 2 diabetes 

B Wilson's disease 

C Pseudogout 

D SLE 


E 


H a e m oc h ro m a to s i s 


A Type 2 diabetes 


3 Wilson's disease 

C Pseudogout 

D SLE 


E I Haemochromatosis 


Explanation 

Haemochromatosis 

This patient has evidence of hepatic dysfunction, diabetes, joint pains and increased skin 
pigmentation; this picture is entirely in keep ng with a diagnosis of haemochromatosis. 
Excess iron deposition in the pancreas leads, to R-cell failure and diabetes melhtus; iron 
deposition in the liver leads to cirrhosis; and pituitary iror deposition leads to 
hypogonadism The gene responsible for the development of the disease is named HFE and 
is found on chromosome 6. Regular phlebotomy to reduce total body iron stores is the 
treatment of choice. 





A 26-year-o!d men who is being treated for chlamydial urethritis complains of pain and 
swelling in his left ankle, pain in the soles of his feet, a rash on the palms of both hands and 
gritty, red eyes. 

What could the diagnosis be? 

A Behcet’s disease 

B Reactive arthritis 

C Felty syndrome 
D Psoriatic arthropathy 


E Gonococca arthritis 


Explanation 

Reactive arthritis (formerly Reiter syndrome) 

This patient has reactive arthritis. Urethritis, conjunctivitis, reactive arthritis, plantar fasciitis 
and keratoderma blennorrhagica (a rash or the palms and soles) are suggestive of this 
syndrome. It is predominantly a disease of young men, with a male to female ratio of 15:1 The 
arthritis s of the reactive type, occurring after bacterial dysentery ceusec by Salmonella, 
Shigella, Campylobacter or Yersinia spp. or sexually acquired infection with Chlamydia spp. 
Joint aspiration shows the presence of giant macrophages (Re ten's cells). 

Differential diagnosis of arthralgia 

Behcet's disease is a vasculitis of unknown aetiology that characteristically targets venules. 
Oral ulcers are common. 

Felty syndrome is the association of splenomegaly end neutropenia with rheumatoid 
arthritis. 

Psoriatic arthropathy affects the distal interphalangeal joints and is almost invariably 
associated with nail dystrophy. 

In younger, sexually active patients, disseminated gonococcal infection is an important cause 
of arthralgia, which occurs in up to 3% of people with untreated gonorrhoea. This presents 
with migratory arthralgia, low-grade fever end tenosynovitis. Painfu pustular skin lesions can 
also be present 


An elderly man complains of an acutely swo ien le f t kree. An X-ray shows intra-erticular 
calcifcation. Joint aspiration reveals small, rhomboid-shaped crystals. 

These signs occur in which of the following? 

A Acute gouty arthritis 

B Osteoarthritis 

C Rheumatoid arthritis 

D Reactive arthritis 


E Pyrophosphate arthritis 


A Acute gouty arthritis 


E Osteoarthritis 

Rheum a to d arthritis 

D Reactive arthritis 


E I Pyrophosphate arthritis 


Explanation 

Pseudogcut 

Pseudogout (oyro phosphate arthritis} occurs as a moult of the opposition of calcium 
pyrophosphate di hydrate cyst a s (chondrocalcinosis} in the large ioints. oaracularly tne 
knees. Sms I, rhomboid-shaped crysta s are characterist c o s pseudogout Apart from ageing, 
the strongest association s with osteoarthritis. 

Associet on w th osteoarthrit s 

The changes in osteoarthritis cart i age that encourage calc urn pyrophosphate crystal 
deposition ere: 

A reduction in the concentration of o rote eg! year and other nature inhibitors of crystal 
formation, and 

fncreasec extrace lular pyrophosphate eve s occurring as a result of upregulated 
chondrocyte metabolism. 




A 42-year-old woman with chronic arthritis complains of grittiness in her eyes and a dry 
mouth. Investigations reveal a positive Schirmer's test. Rheumatoid factor is present, as are 
anti-Ro and anti- La antibodies. 

What is the most probable diagnosis? 


A Systemic lupus erythematosus 

B Petty syndrome 

C Still's disease 

D Sjogren syndrome 


E Episcleritis 


Explanation 

Sjogren syndrome 

Sjogren syndrome is the association of e connective tissue disease (rheumatoid arthritis in 
50% cases) with keratoconjunctivitis sicca. There is decreased lacrimation and sen vat on as a 
result of infiltration of secretory glands by lymphocytes and plasma cells. 

Investigations 

Rheumatoid factor is always positive and anti-Ro and anti-La antibodies characterise the 
condition Conjunctival dryness can be quantified by Schi rimer's test, in which a strip of filter 
paper Is placed under the lower lid end the distance along the paper that tears are absorbed 
is measured - a distance of ess than 10 mm in 5 minutes is positive. 

Differential diagnosis 

Felty syndrome is long-standing rheumatoid arthritis w th splenomegaly, lymph adenopathy, 
pigmentation, skin ulcers and leukopenia 

Stilts disease is be subdivided into juvenile chronic arthritis and adult-onset Still's disease. 
For diagnosis of the adult form, the following should be present: 

Daily fever of > 39 D C 
Arthralgia/arthritis 

Rheumatoid factor and antinuclear antibody- (ANA-)- negative 

(Plus) any two out of: leucocytes is > 15 * 10 9 /L serositis (pleural or pericardial), 

hepatomegaly, splenomegaly and/or lymphadenepathy 


A 65 -year-old woman being treated for epilepsy presents with bone pain and muscle 
weakness Blood tests show increased serum alkaline phosphatase, plasma calcium at the 
lower limit of the normal range, and low serum phosphate levels. An X-ray of the femur 
reveals linear areas of low density surrounded by sclerotic borders. 

What is the most likely diagnosis? 


A Osteoporosis 

B Osteomalacia 

C Paget's disease 

D Osteosarcoma 

E Polymyalgia rheumatica 


Explanation 

Osteomalacia 

Osteomalacia is the diagnosis in this case. Anticonvulsants such as phenytoin and 
phencbarbital can induce liver enzymes that ead to an increased breakdown of 25- 
hydroxycholecalc ferol r and th s causes osteomalacia. The X-ray shows evidence of the 
Looser's zones, which are typical of osteomalacia. 

Differential diagnosis 

In Paget's disease the serum alkaline phosphatase level wi be raced but serum 
calcium a no phosphate levels will be normal. The X-ray will also show a sclerotic phas 
of bone expansion thickening of trabeculae and dedifferentiation (less of dist notion 
between cortex and trabeculae) 

Blood tests ere normal in people w th osteoporosis It is d ff cu t tc diagnose 
osteoporosis on the basis cf X-rays, particularly of the Jong bones, as there are hardly 
any significant features. 

In osteosarcoma the X-rays usual v show irregular metaphysea destruction, cortica 
erosion and new bone formation under a raised periosteum. 

Polymyalgia rheumatica is not associated with any blood or X-ray abnormalities. 


A 42-year-old man presents with an acutely swollen, peinfu right f rst metatarsophalangeal 
joint. 

Which one of the following features would most reliably distinguish gout from septic 
arthritis as the cause? 

A A polymorph leukocytosis 

5 Increased serum C- reactive protein 

C Hyperuricaemia 

D The presence of negatively bi ref rin gent crystals in synovial fluid 

E The presence of polymorph leucocytes in the synovial fluid 


D 


The presence of negatively birefringent crystals in synovial fluid 




E The presence of polymorph leucocytes in the synovial fluid 

Explanation 
Diagnosis of gout 

A polymorph eucocytcsis and increased serum C-reactive protein can occur in any acute 
inflammatory condition. Hyperuricaemia is frequently asymptomat c, and : s not always 
present in clinica gout (especially when this has been precipitated by lowering of urate 
concentration, for example with allopurinoi). Polymorphs are present in synovial fluid in gout, 
but the presence of monosodium urate crystals (which rotate the plane of polarised light) 
establishes the diagnosis. 




A 35-year-cld computer operator with rheumatoid arthrit s comes to see you w th an upper 
respiratory tract infection and malaise. He has a purpuric rash ail over his body and. or 
examination, a mass is felt in the left upper quadrant of his abdomen. A full blood count 
shows: haemoglobin 7.3 g/dl. mean corpuscular volume (MCV) 79 fl, white cell count (WCC) 
2.5 * 10 9 /l. platelets 47 * 10 9 /l. 

What is the most probable diagnosis? 

A Fibrosing alveolitis 
B Rheumatoid pulmonary nodules 

C Cap Ian syndrome 

D D o!yarteritis nodosa 


E F el ty syndrome 


E 


Feity syndrome 




Explanation 

Extra-articular manifestations of rheumatoid arthritis 

Feity syndrome is the association of long-standing (> 10 years) rheumatoid arthritis 
with splenomegaly, pancytopenia and recurrent infections. Weight loss, a vasculitic 
rash and ulceration can also occur. 

Fibrosing alveolitis presents with progressive exertional dyspnoea and a dry, persistent 
cough Chest expansion is poor and numerous bilateral end-inspiratory crepitations 
might be heard over the lower zones on auscultation. 

Rheumatoid pulmonary nodules do not usually cause any symptoms. 

The combination of rheumatoid nod uses and pneumoconiosis is known as Caplan 
syndrome, 

A purpuric rash might occur n polyarteritis nodosa but splenomegaly and pancytopenia do 
not. 




A 51-yea r-oid physical education instructor returns from a trekking expedition ir the Far East 
complaining of pain and swelling in his eft big and second toes. On examination the affected 
joints are red and swollen. Movement of the toes is painful. 

What is the most probable diagnosis? 


A Acute gouty arthritis 

3 Stress fracture 

C Osteoarthritis 

D Morton's metatarsalgia 


E Plantar fasciitis 


Acute gouty arthritis 


B Stress fracture 

C Osteoarthritis 
D Morten’s metatarsalgia 
E P antar fasciitis 

Explanation 

Differential diagnosis of acute gouty arthritis 

Excr jciac rg pa r. -edness and swe ling n the affected Joint - erten the 
metatarsepha angeal joint of the Dig toe - characterises acute gouty arthritis. 

ji s 

Stress (March) fractures occur in the shaft of the second or th rd metatarsal anc may 
follow excessive wa king 

Osteoarthritis s usual y a degenerat ve disease of older age (> 55 years). Redness and 
swe l ing a r e rot features of osteoarthritis. 

Monton's metatarsalgia is pa n due to pressure on an inte v cigital neuroma o etwee n the 
metatarsals. Pa n usua ly radiates feet ween the th rd anc fourth clefts 
Plantar fasciitis may occur ir certa n arthnt des and results in pain umde'' tne 
ca earned m (in the so^e of the foot). 



A 54-year-old man with a history of obesity, hypertension and Type 2 diabetes mellitus 
comes to the Emergency Department with an acutely painful hot and red right knee, the 
movement of which is severely limited He says this came up almost overnight, he was not 
exercising beforehand, and does not remember any cuts or scrapes. His diabetes is relatively 
well controlled on Metformin alone, (HbAlc 57 mmol/mol (7.4%)), a no he has no 
microvascular complications from h s diabetes. He is apyrexial His right knee is hot and 
swollen, with an obvious effusion, and the overlying skin is erythematous. Flexion is limited 
to only 20 degrees. 

Which of the following is the diagnostic investigation of choice? 


A Blood cultures 


B CRP 

C Knee X-ray 

D Uric acid 


E Synovial fluid examination 


E 


Synovial fluid examination 




Explanation 

The answer is Synovial fluid examination 

In this situation the differential is between septic arthritis and gout. Whilst uric acid may be 
elevated it does not necessarily rule in gout or rule out septic arthritis. Knee X-ray in an 
obese man is likely to show osteoarthritic changes and little else, and even in septic arthritis, 
blood cultures are likely to have a low diagnostic yield. CRP may be elevated in both 
inflammatory and infective arthritis, so again is not useful as a differentiator. Acute 
management of gout includes use of NSAIDs, colchicine, or corticosteroids. The mainstay of 
chronic management is use of xanthine oxidase inhibitors, with or without uricosuric agents. 




A 22 -year-old man complains of an acute onset of pair in his right elbow and both Achilles 
tendons. He also gives history of dysuria, conjunctivitis arc fever. He returned from holiday 
the Far East 3 weeks ago, where he had unprotected sex. He has developed macules and 
pustules or his hands arc feet. 

What is the most likely diagnosis? 

A Gonococcal arthritis 

B HIV 

C Reactive arthritis 

D Psoriatic arthritis 


E 


Syphilitic arthritis 


Explanation 

Reactive arthritis (formerly known as Reiter syndrome) 

Reactive arthritis comprises the triad of non-specific urethritis, conjunctivitis and arthritis. It 
may follow bacterial dysentery or exposure to sexually transmitted infection. In addition, 
pat ents may have Achilles tendinitis or plantar fasciif s. Other features are circinate balanitis 
and keratoderma blennorrhagica (macules, vesicles or pustules on the hands and feet). 
Patients may develop subungual hyperkeratosis arc nail dystrophy. 


A 44-year-old man with coeliac disease presents with pair in his hips a no thighs. A hip X-ray 
shows linear areas of low density surrounded by sclerotic borders. 

What is the most likely diagnosis? 


A Osteoporosis 


3 Osteomalacia 


C Paget's disease 


D Ente no paths c arthritis 


E Reactive arthritis 


Explanation 

Osteomalacia 

Osteomalacia occurs because of inadequate mineralisation of bone matrix. Malabsorption 
due to coeliac disease can ead to vitam n D deficiency. The X-ray picture is typical, showing 
the presence of Looser's zones (linear areas of low density surrounded by sclerotic borders). 

Differential diagnosis 

ir osteoporosis, the bone is normally mineralised, but deficient in qua ty. quantity and 
structural integrity. 

Paget's disease is associated mainly with sclerosis, with bone expansion and loss of 
distinction between cortex and trabeculae (dedifferentiation). 

Reactive arthritis is a sterile synovitis occurring following an infection such as bacillary 
dysentery due to Shigella or Salmonella spp.. or diarrhoea due to Yersinia 
enteroco/itica. X-rays are usually normal in this condition. 

Enteropathic arthritis is usually associated with inflammatory bowel diseases such as 
ulcerative colitis or Crohn's disease. 


A 70-yea r-c Id man attends the Rheumatology Clinic complaining of a stiff, painful right hand 
and pain and swelling in both knees. On examination, bony lumps are seen at the distal 
interphalangeal joints. 

What is the most probable diagnosis? 


A Rheumatoid arthritis 

B Osteoarthritis 

C Reiter syndrome 

D Psoriatic arthritis 

E Pseudogout 


Explanation 

Osteoarthritis 

The bony lumps ere Heberden's nodes and are seen in osteoarthritis. Osteoarthritis is the 
commonest form of arthritis. There is a strong association with age. Typically it affects the 
knee and hip joints. Hip. hand and generalised osteoarthritis are only prevalent in white 
people. 

Differential diagnosis 

In rheumatoid arthritis there is a gradual onset of symmetrical arthralgia and synovitis 
of the sma joints of the hands, feet and wrists. There is swelling of the 
metacarpophalangeal and proximal interphalangeal joints 

Reiter syndrome (now more commonly called reactive arthritis) manifests with the 
classic triad of non-specific urethritis, conjunctivitis and reactive arthritis It is 
predominantly a disease of young men, with a ratio of men to women of 15:1. 

Psoriatic arthropathy affects the distal interphalangeal joints and is almost invariably 
associated with nail dystrophy. Some 70% of patients will have a current or past history 
of previous skin lesions. 

Pseudogout occurs cue to the deposition of calcium pyrophosphate dihydrate crystals 
(chondrocalcinosis) in the large joints, particularly in the knees. 


A 27-year-old man presents with upper-limb pain that is exacerbated by coughing or 
exercise. He has also noticed a weakness in his lower limbs and difficulty in walking. On 
examination, his fingernails are dystrophic and there is loss of upper limb reflexes. 

What is the most likely diagnosis? 


A Thoracic disc prolapse 

B Psoriatic arthropathy 

C Syringomyelia 
D Ankylosing spondylitis 


E Adu t polymyositis 


Thoracic disc prolapse 


Psoriatic arthropathy 


Syringomyelia 


Ankylosing spondylitis 


Adult polymyositis 





Explanation 

Differential diagnosis of upper-limb pain 


The clinical features in this scenario are suggestive of syringomyelia, which is the 
development of a fluid-filled cavity or syrinx within the spinal cord This produces a 
combination of eng tract signs, notably lower limb spasticity and extensor plantar 
responses, in association with signs at the level of the syrinx, characteristically 
dissociated sensory loss and lower motor neurone signs such as clawing of the hand 
due to extension to anterior horn cells Cupper motor neurone signs in the lower limbs 
and lower motor neurone signs in the upper limbs- 1 ). 

Thoracic disc prolapse is uncommon in young adult males and would not cause 
weakness in the upper limbs. 

Nail dystrophy may occur in psoriasis but this disease typically causes distal 
interphalangeal arthritis. Limb reflexes are not affected and weakness of limbs does 
not occur 

Ankylosing spondylitis classically affects young adult males. The features are low back 
pain and stiffness, worse in the morning and relieved by exercise. Uveitis and 
costochondritis may accompany this condition, but upper limb involvement with 
weakness and loss of reflexes is not seen. 

Adult polymyositis is much more common in women (3:1) and usually presents with 
malaise, weight loss and fever. Proximal muscle weakness affecting shoulder and pelvic 
girdle muscles is progressive. Pain and tenderness are uncommon 


A 25-year-old woman complains of a loss of appetite, low-grade fever, pain in the shoulders 
and buttocks and severe cramping pain in her arms and hands while exercising. On 
examination the radial pulse is weak in both arms. The blood pressure is 85/60 mmHg in her 
right arm, 6 0/40 mmHg in her left arm and 130/80 mmHg in both legs. 

What is the most likely diagnosis? 


A Takayasu's disease 


3 Coarctation of the descending aorta 


C Cervical rib syndrome 


D Polyarteritis nodosa 


E Churg-Strauss syndrome 


Explanation 
Takayasu's disease 

Takayasu’s disease is an idiopathic arteritis that affects the first few centimetres of the 
innominate, carotid and subclavian arteries, together with the adjacent portion of the aorta. 
The typical patient is a woman aged 20-40 years. Blood pressure and pulse variations are 
common, as are systolic murmurs above and below the clavicle. 

Differential diagnosis 

Coarctation of the descending aorta would cause reduced pulsation and blood 
pressure in the tower limbs. 

Congenital development of the costal process of the C7 vertebra (cervical rib) can 
cause thoracic outlet compression. This involves the lowest trunk of the brachial plexus 
and the subclavian artery. Pain and numbness may be felt in the hand. The radial pulse 
may be weak and the forearm cy a nosed. Other systemic symptoms would be absent in 
this condition. 

Polyarteritis nodosa (PAN) is a necrotising vascu ft is that causes aneurisms of 
medium-sized arteries. Abdominal pain due to infarction of a vise us. dyspnoea due to 
pulmonary infiltrates, arthralgia and purpuric spots can occur in this condition 
The Churg -Strauss syndrome is a variant of FAN. end characterised by lung 
involvement with pulmonary infiltrates. 


A 61-yes r-o id man with a history of ischaemic heart disease, including a recent inferior Ml 
treated by stenting, comes to the Gastroenterology Clinic for review. He has been discharged 
a few weeks earlier following a haematemesis caused by a duodenal ulcer. He is H pylori 
negative although continues to complain of seine indigestion. Other medical history of note 
includes rheumatoid arthritis, an c his medication history includes Ramipril, Atorvastatin, 
Clopidogrel, Aspirin, Methotrexate and Folic acid. Clinical examination is unremarkable. 

Which of the following is the most appropriate step to prevent further peptic ulcer disease? 
A Lansoprazole 
B Omeprazole 

C Ranitidine 

D Sodium alginate 


E Stop Aspirin 


Explanation 

The answer is Lansoprazole - 

It is clear that this patient still has symptoms of indigestion, is H„ pylori negative and needs 
dual anti-platelet therapy because of the recent stenting. As such the only realistic option is 
to add a PPi. The potential for interaction reducing the effectiveness of Clopidogrel when it 
is co-prescrihed with Omeprazole has now been recognised, leaving Lansoprazole as the 
only potential correct answer. Sodium alginate is most useful for the treatment of gastro- 
oesophageal reflux disease, and Ranitidine is inferior with respect to mucosal healing versus 
PPL 


A 42-year-old obese woman with a 10-year history of rheumatoid arthritis has been on 
prednisolone for a number of years. She presents with severe hip pain of relatively sudden 
onset and is now unable to walk. There is no history of even minor trauma. 

What is the most probable diagnosis? 

A 

F are-up of rheumatoid arthritis 


B 

Osteoarthritis 


C 

Pathological fracture of the femora neck 


D 

Avascular necrosis of the femoral head 


E 

Meralgia paraesthetica 



Explanation 

Avascular necrosis of the femoral head 

Long-term treatment with corticosteroids is a risk factor for avascular necrosis of the 
femoral head. A flare-up of rheumatoid arthritis is unlikely because her symptoms have beer 
well controlled with prednisolone. 

Differential diagnosis 

Osteoarthritis of the hip causes pain in the buttock and groin on stand ng and walking 
Pathological fracture of the femoral neck is usually due to osteoporosis, a condition 
that s usually postmenopausal. 

Meralgia paraesthetica causes numbness and burning dysaesthesia over the 
anterolateral thigh. It may be precipitated by a sudden increase in weight. Inability to 
walk Is not a feature of this condition, however. 


A 60-year-old patient has been complaining of a 1 -month history of generalised headache, 
malaise and fever. He has also noticed scalp sensitivity while brushing his hair 

Given the likely diagnosis, what would be the most appropriate treatment? 


A Aspirin 


B Oral corticosteroids 


C Topical corticosteroids 


D Clopidogrel 


E Dipyridamole 


B 


Oral corticosteroids 


C Topical corticosteroids 
D Clopidogrel 
E Dipyridamole 

Explanation 

Treatment of giant-cell arteritis 

This patient presents with giant-cell arteritis, sc ccrticostero ds are mandatory; 
immunosuppressive therapy has no direct effect and modest steroid-sparing rarely warrants 
the additional hazard. 

While doses of prednisolone up to 100 mg per day are often advocated, careful sequential 
studies indicate that lower doses ere quite satisfactory. Ophthalmologists, who are likely to 
see patients with established visual effects or threatening features in the second eye, might 
use higher doses or methyiprednisolone infusions. Dosage reduction must be gradual arc 
should be judged solely on clinica features as acute-phase responses are no guide. Most 
should have achieved a maintenance dose of 10 rng/day after 1 year. 

The known persistence of disease in a significant proportion of patients for 4 years or more 
and the possible recurrence of symptoms, including blindness, even a year afte*‘ 
corticosteroid withdrawal, argues for a very oraciua reduction of dosage. 




A 35-^ear-old woman presents with swollen end painfu finger joints in both hands. You 
suspect rheumatoid arthritis and went to test for the presence of rheumatoid factor 

Which immunoglobulin is most commonly detected by routine testing? 


A IgG 

6 IgA 

C IgM 

D IgE 

E IgD 


A IgG 

B IgA 


C IgM 


D IgE 
E IgD 

Explanation 
Rheumatoid factor 

Rheumatoid factor is often present in patients with rheumatoid arthritis. This may be of any 
immunoglobulin class (IgM, IgG or IgA), “he most common tests employed clinically detect 
IgM rheumatoid factor. Around 70% of patients with polyarticular rheumatoid arthritis have 
IgM rheumatoid factor n their serum. This is not diagnostic of rheumatoid arthritis, nor does 
its absence rule the disease out but it ;s a useful predictor of prognosis. 





A 7-year-old boy presents with arthritis affecting his wrists, knees and arkles following an 
upper respiratory tract infection. He then develops scrotal swelling, melaena, renal 
impairment with haematuria and proteinuria and a rash affecting the lower limbs 

What is the most likely diagnosis? 


A Henoch-Schonlein purpura (HSR) 

B Polyarteritis nodosa 

C Crohn's O'sease 

D Reiter's syndrome 

E System c lupus erythematosus 


Explanation 

Henoch-Schonlein purpura 

The clinical scenario has enough information to diagnose Henoch-Schdnlein purpura (HSP), 
Colicky abdominal pain is the classic symptom but metaena can occur. About 3% of patients 
develop significant renal disease. Approximately 50% of children have a history of preceding 
upper respiratory tract infection (URTI). The most common age at presentation for HSP is 4- 
15 years and there is a 2:1 male to female ratio. 

Prednisolone treatment may be considered when there is significant renal disease; 
otherwise., only supportive care is often required. The prognosis is excellent in general, with 
most patients showing spontaneous recovery within 4 weeks. 


A 6 5 -year-old diabetic woman on indometacin and glibenclamide has had a blood test that 
shows evidence of renal fa ure hyperkalaemia and hy perch loraemia. 

What is the most likely underlying cause of her biochemical abnormalities? 


A Acute interstitial nephritis 

3 Renal artery stenosis 

C Diabetic nephropathy 

D Minimal-change nephropathy 

E Rena! tubular acidosis 


Explanation 

Rena ti by aj ac dos s and NSAJD s 

Hyperkalaemic, hyperchloraemic metabolic acidosis occurs in diabetic patients treated with 
indometacin. This is a form of distal renal tubular acidosis that is seen with non-steroidal 
anti-inflammatory drug (NS A ID) administration. 

Differential diagnosis 

Diabetic nephropathy characteristically presents with proteinuria. It is a gradually 
declining process that leads to renal failure after many years. 

Acute interstitial nephritis is usually due to drug hypersensitivity and presents as acute 
renal failure, fever, arthralgia and eosinophifia. Hyperkalaemic, hyperchloraemic 
metabolic acidosis is not a feature of this condition. 

Minimal-change nephropathy is typically seen in children and presents with nephrotic 
syndrome. 

Renal artery stenosis is an important cause of hypertension that leads to renal failure. 

It can be caused by ACE inhibitors and angiotensin II receptor-blocking agents. 


A 26-year-old woman complains that she has had a relapsing pain in her left ankle for the 
last 4-5 weeks. She also complains of a painful rash on the soles of her feet, and pain end 
swelling in her right toes. Over the last 2 weeks she has also developed low back pain. On 
further questioning she mentions that for the last few days she has noticed painless oral 
ulcers, which heal spontaneously. She a : so has a recent history of chlamydial urethritis in the 
last few months. Her full blood court and k dney a no liver function tests are all normal. An 
autoimmune screen is negative. 

What is the most likely diagnosis? 

A Reactive arthritis 

B Behcet's syndrome 

C Ankylosing spondylitis 

D Hypersensitivity vasculitis 

E Disseminated bacterial arthritis 


Explanation 

Presenting features of reactive arthritis 

This women has a recent history o f "chla m ydlaTurethTiti^n d now presents with arthritis. The 
painful sole is most likely due to plantar fasciitis, with the rash most likely to be keratoderma 
blenorrhagica. and fleeting and painless oral ulcers ere well described in reactive arthritis. 
Conjunctivitis is part of the classic triad of reactive arthr tis, and this can occur before or at 
the onset of arthritis. However other eye signs such as iritis can also occur. Asymmetric 
sacroiliitis presenting as backache occurs in about 20% of patients with reactive arthritis. The 
clinical spectrum of this condition is recognised to be wide end the term 'reactive arthritis' is 
now more frequently used (as opposed to its old nomenclature of Reiter syndrome); this 
encompasses the O der concepts of complete and incomplete Reiter syndrome and a clinical 
syndrome of arthritis with or without extra-articular features following within 1 month of 
infectious diarrhoea or genitourinary infection. 


A 35-year-old patient comp sins of feeling unwell for the last 6 months. He notices muscle 
weakness. On examination there is an erythematous scaly eruption confined to the skin 
overlying the knuckles. A random blood sample reveals a CK of 720, 

What is the most likely diagnosis? 


A Systemic lupus erythematosus 
B Polymyositis 
C Dermatomyositis 
D Sjogren's syndrome 


E Sarcoidosis 


Explanation 

Dermatomyositis 

“he unequivocal presence cf GottrorVs sign in association with proximal muscle weakness 
and elevation of muscle enzymes obviates the need for muscle biopsy because this picture 
pathognomonic for dermatomyositis. 


A 49-year-old woman presents to the Rheumatology Clinic for review. She has suffered from 
hypertension for some time, which has become less well controlled over the past year. Over 
the past 6 months she has also begun to suffer from Raynaud's phenomenon On 
examination her BP is 152/85 mmHg; pulse is 75/m in and regular She has telangiectasia on 
her face, with evidence of skin thickening on her face and forearms, and calcinosis affecting 
her fingers. Respiratory examination is normal. 

Investigations; 


Hb 

12.2 g/dl 

wcc 

9.9 x10 9 /l 

PLT 

201 xW 9 /l 

Na + 

157 mmol/l 

K + 

4.5 mmol/l 

Creatinine 

95 micro mol/l 

Glucose 

5.9 mmol/l 

ESR 

67 mm /I st hour 

Urine 

protein negative 


Which of the following autoantibodies is most associated with this clinical presentation? 



Which of the following autoantibodies is most associated with this clinical presentation? 


A S c I -70 

B Centromere 

C RN A polymerase 3 

D Anti-UI RNP 

E Anti-U3 RNP 


Explanation 

The answer is Centromere - 

Anti -centromere antibodies are seen in limited cutaneous systemic sclerosis. Limited 
systemic sclerosis is the most likely diagnosis here. Anti-Scl-70 antibodies are strongly 
associated with lung fibrosis, RNA polymerase 3 antibodies are found in diffuse cutaneous 
systemic sclerosis. U1-RNP is associated with joint disease, U3-RNP with cardiac 
involvement, pulmonary hypertension and myositis. Calcium channel antagonists are 
commonly used to manage Raynaud’s syndrome, with proton pump inhibitors a 
consideration where there is underlying gastro-oesophageal reflux disease. 
Cyclophosphamide is the most commonly used n on-selective immunosuppressive in the 
management of systemic sclerosis. 


A 67-year-old woman presents with a 3-month history of persistent malaise, anorexia, 
shoulder and hip pain and a weight oss of 7 kg. On examination there is mild painful 
limitation of the hip and shoulder motion but no weakness and only minor muscle pair or 
palpation. 

What is the most likely diagnosis? 


A D olymyositis 
B Multiple sclerosis 

C Polymyalgia rheumafica 

D Sarcoidosis 


E Fibromyalgia 


Explanation 

Polymyalgia rheumatica 

Polymyalgia rheumatica (PMR) occurs characteristically in elderly women and presents as 
aching and morning stiffness in the proximal muscles. Frank pain however is only seer in 
1/3 ° of patients. Minor tenderness <s seen in the muscles rather than in the joints, but this is 
much less marked as compared to ether conditions such as polymyositis PMR is a form of 
giant-cell arteritis The diagnosis is made on the basis of the history and symptoms. The 
erythrocyte sedimentation rate (ESR) is almost always remarkably high (> 40 mm in 1st 
hour). 

Differential diagnosis 

Symmetrical proximal muscle weakness resulting from muscle inflammation is seen in 
polymyositis. Around 25% of patients have a purple (heliotrope) rash on the cheeks, 
eyelids and light-exposed areas (derma to myositis). Dysphagia, dysphonia and 
respiratory weakness can develop 

Sarcoidosis presents classics iy as bilateral hilar lymphadenopathy on chest X-ray. In a 
third of cases it presents with cough, fever arthralgia, malaise or erythema nodosum. 
These are painful erythematous nodular lesions on the anterior aspect of the shins 
Fibromyalgia classically presents with diffuse pain end multiple tender spots ail over 
the body that may be unrelated to the affected muscles 


A 24-yea r-oid Nigerian complains of right nip pain. Blood tests show a haemoglobin Heve of 
8.0 g/dl and the blood film shows target cells, sickle ce is and reticulocytes. An X-ray shows 
ioss of the r ght femoral head with periarticular sclerosis. 

What is the most likely diagnosis? 

A Osteomyelitis 

B Perth e : 's disease 

C Osteoporosis 
D Septic arthritis 

E Avascular necrosis 


Explanation 

Avascular necrosis 

Absence of the right femoral head on X-ray is consistent with avascular necrosis. This is a 
known complication of sickle celt disease. This condition results from a single glutamic acid 
to valine substitution at position 6 of the B-globin polypeptide chain, The greatest 
prevalence is in Africa., where the heterozygote frequency is over 20%. It may lead on to 
secondary osteoarthritis. 

Perthes' disease is osteochondritis of the femoral head in children aged 3-11 years. It is 
bilateral in 10% of cases. 


A 35-year-cld man presents with abdominal pain, joint pains, fever and weight loss He gives 
a history of passing bulky, malodorous steels over the past month that are difficult to flush 
away. A biopsy of the small bowel shows stunted vi with PAS- (Periodic acid-Schiff-) 
positive macrophages. 

What is a characteristic finding in this condition? 


A Occult blood in stools 

3 The presence of bacilli within macrophages on electron microscopy 
C Mesenteric thickening with lymph node enlargement on CT scan 

D Positive HLA-B27 


E Bony erosions and subfuxation of joints on X-ray of affected joints 


A Occult blood in stools 


6 I The presence of bacilli within macrophages on electron microscopy 


C Mesenteric thickening with lymph node enlargement on CT scan 

D Positive HLA-B27 

E Bony erosions and subluxation of joints on X-ray of effected joints 


Explanation 


Whipple’s disease 

This patient has Whipple's disease. Peripheral arthritis occurs in 15% of patients. The disease 
■s associated with steatorrhoea and abdominal pain. Occult blood is not seen n t ie stoois. 
Transverse ulceration seen on a barium meal follow-through and mesenteric thickening with 
ymph node enlargement are characteristic of ntestinal tuberculosis. Stunted villi with PAS- 
(Periodic acid-Schiff-) positive macrophages are seen in this condition. There is no particn ' a r 
association of Whipple's disease with H LA-1327. 

Bony erosions and subluxations are a feature of rheumatoid arthritis. 





A 45-year-old white woman complains cf sudden back pair radiating down to her ankles. 

Her menstrual periods are regular. On examination, there is sensory loss over the soles of her 
fset and calves but the right side is much worse than the eft. The straight eg- raising test is 
positive. Her body mass index (BM1) is 34 kg/m 1 . Routine blood tests are normal. 

What is the most likely diagnosis? 


A Osteoarthritis 

Spinal stenosis 
C Lumbar disc prolapse 

D Osteoporosis 

E Osteomalacia 


c 


Lumbar disc prolapse 


D Osteoporosis 

E Osteomalacia 

Explanation 

Differentia! diagnosis of back pain 

Lumbar disc prolapse is the correct diagnosis. This may have occurred as a result of 
her obesity (a body mass index of > 30 kg/m 2 indicates obesity). 

Osteoarthritis may cause localised back pain but there would be no radiation down to 
the ankles and no sensory loss. 

Osteomalacia is rare in developed countries but may be seen in high-risk groups such 
as female Muslim immigrants and elderly housebound people. In osteomalacia the 
alkaline phosphatase level is raised, along with raised parathyroid hormone levels and 
low levels of 25-hydroxychoIecaIciferoi. 

Osteoporosis is also unlikely in this patient, who has regular periods. 

Spinal stenosis is a disease of the elderly where the classical presentation is 
pseudoclaudication, ie discomfort or pain in the legs on walking that is relieved by rest 
and by bending forwards. The straight leg-raising test is usually negative in those with 
spinal stenosis. 




A 40 -year-old woman presents with a 6-month history of pain and swelling of the proximal 
interphalangeal joints of both hands. A clinical diagnosis of rheumatoid arthritis is suspected. 

Which one of the following findings on blood testing is most likely to be seen in association 
with rheumatoid arthritis? 


A Normochromic normocytic anaemia 
B Neutropaenia 

C Hacrocytosis 

D High antinuclear antibody levels 

E HLA-B27 


Normochromic normocytic anaemia 


B Neutropaenia 
C Macrocytes s 

D H gh antinuclear antibody levels 

E HLA-B27 

Explanation 

Blood test parameters m rheumatoid arthritis 

“he following features might be seer 

The fu I fc ood count may show anaemia of chronic disease or hypochromas a (cue to 
gastrointestinal bleeding caused by drugs) 

Neutropaenia occurs n Felty syndrome 

A third c r patients with rheumatoic arthrlt s have ow otres of antirue ear antibody 
(ANA) 

The erythrocyte sedimentation rate (ESR) and/o" C- re active prote n (CRP) level are 
raiseo n proportion to the act iv ty of the inflammatory process and a r e usefu in 
monitor ng treatment 


H_A-B27 is net known to be associated with rheumatc d arth , 'tis 



A 33-year-old woman is diagnosed with systemic lupus erythematosus (SLE) or the basis of 
polyarthralgia, mouth ulcers and antinuclear antibody (ANA) and anti-Ro antibody positivity, 
“he urea and electrolytes are normal the erythrocyte sedimentation rate (ESR) is 90 mm in 
1st hour and urinalysis is normal. 

How would you manage her? 


A Prednisolone IDmg/day 


S Prednisolone 30 mg/ day 


C Hydroxychloroquine 2QQ mg /day 


D Six monthly pulses of cyclophosphamide {2 mg/ kg) 


E 


Nystatin drops 


A 


P red n iso to ne ! 0 m g / d ay 


8 Prednisolone 30 mg/ day 


C I Hydroxychloroquine 200 mg/ day 


D Six. monthly pulses of cyclophosphamide [Z mg/ kg) 

E Nystatin drops 

Explanation 

Treatment of systemic lupus erythematosus 

In the absence of serious internal organ involvement (renal, neurological, eye or lung) there is 
no indication for cyclophosphamide or prednisolone. Simple arthralgia and fatigue appear to 
respond well to hydroxychloroquine. 




A 4-year-old g : r! with a 1-day history of increasing hip pair is unable to stand. Her wh te cell 
count (VVCC) ; s 20 * 10 9 /l, erythrocyte sedimentation rate (ESR) 90 mm in 1st hour and C- 
reactive protein (CRF) 275 mg/I A racic graph of the hip shows a widened joint space. 

What is the most likely diagnosis? 


A F'erthe’s disease 


3 Slipped upper femoral epiphysis 


C Septic arthritis 

D Congenital dislocation of hip 


E Osteomyelitis 


B Sapped upper femoral epiphysis 


C I Septic arthritis 


D Congenital dislocation of hrp 
E Osteomyelitis 

Explanation 

The painful hip in a child 

The features are suggestive of septic arthritis A painful, hot, swollen joint with 
increased synovial fluid, ind cated by toe w dened joint space on X-ray, is characteristic 
of this ccnc tion. 

Perthes' disease s osteocnoncutis of the femoral head and affects children aged 
between 3 and 11 years. It presents with pain in the hie or knee and causes a imp 
Slipped upper femoral epiphysis affects children aged 10-16 years ano is bi ate -a I n 
20%. About ha f the oatients are obese and hypogonadal. 

Congenital dislocation of the hip is seen in neonates. Girls are more commonly 
affected than boys. If rot detected in infancy, clde f ch Idren can present with deay n 
walk r g, an abnormal waddling gait and an inab I ty to ly sfccjct the affected hip. 

' The o ste femur and upper tibia are the common sites for osteomyelitis Although X- 
ray changes are not apparent for a few days they then snow haziness ano oss of 
density of the affected bone, followed by subperiosteal reaction and, later on 
sequestrum and invo lucrum. 





A 30-year-old woman with systemic lupus erythematosus (SLE) is eager to find out if she 
has any ored is posing factors for the disease. 

Which one of the following carries the highest risk? 


A Dizygotic twin of a patient with SLE 
B First-degree relative of a patient with SLE 
C Monozygotic twin of a patient with SLE 

D Positive HLA-B8 


E Positive H LA-DR 2 


A 


Dizygotic twin of a patient with SLE 


3 First-degree relative of a patient w th SLE 


C I Monozygotic twin of a patient with SLE 


D Positive HLA-B8 

E Positive HLA-DR2 

Explanation 

Genetic factors and SLE 

There is a higher concordance rate in monozygotic twins (up to 2 5 % ) compared to dizygot 
twins (up to 3 %) in systemic lupus erythematosus (SLE) First-degree relatives have a 3% 
chance of developing the disease There is an increased frequency of HLA B8 in white 
populations. There is a stronger association with HLA DR2 in Japanese people with lupus. 




A 2 9 -yea ■'-ole woman presents to the Emergency Department w th severe lethargy and joint 
pains. She hes found it ncreasingly c fficu t to cope w th her job over the past few weeks 
because of tiredness and her GP has arranged a number of blood tests. She has come to the 
department on this cocas on oecause she has developed a rash affect ng her buttocks a no 
lower legs that she is f nding it increasing y d fficu t to deal with. On examinat on she has a 
BP of 122/92 mmHg, pu se s 30 min and regular her temperature s 379°C. “here s an 
obvious small joint do yartnritis, and a petecnial rash affecting her buttocks, with a number 
blisters over both lower imbs. 


Investigations; 


Hb 

10.1 g/d 

WCC 

11.3 x10 9 /i 

PL“ 

151 x10 9 /1 

ESP 

37 mm/1" hour 

Na 4 

137 mmol/l 

K + 

4 3 mmol/l 

Creatinine 

112 micnomol/l (up from 90microrrol/i a: GP's some 2 weeks 
earlier) 

Albumin 

31 g/l 

Urine 

blood +, protein +■ 

Anti-nuclear 

antibody 

positive 


Which of the following is the most appropriate intervention? 


A Admit F or IV methyl prednisolone 

B Ciclcspor n 

C H gh dose oral Prednisolone 

D Low cose oral Prednisolone 

E No intervention but r efe'' urgently to rheumatology 


Explanation 

The answer is High dose oral Prednisolone - 

This patient has SLE with renal involvement. In this situation with relatively normal renal 
function, the patient can be managed as an outpatient. She does however require treatment 
with high dose oral Prednisolone. Hydroxychloroquine is useful in addition to Prednisolone, 
particularly where there is significant joint disease, and Cyclophosphamide is considered for 
patients with life threatening lupus nephritis. Ciclosporin and Azathioprine are potential 
alternatives to Hydroxychloroquine as a steroid -spa ring agent. 


A 30-year-old woman visits your clinic with a 2-month history of pain in both her hands 
Which symptom in her history is most characteristic of active rheumatoid arthritis? 

A Inability to knit because of pain in her fingers 

3 Feets tired and unwell 

C Swelling of the finger joints 

D Marked stiffness for more than an hour in the mornings 


E 


Presence of firm non-tender nodules in the fingers and on the elbows 


A Inability to knit because of pain in her fingers 

3 -eels tired and unwell 

C Swelling of the finger joints 


D I Marked stiffness for more than an hour in the mornings 


E Presence of firm non-tender nodules in the fingers and on the elbows 

Explanation 

Early symptoms of rheumatoid arthritis 

Morning stiffness is a classic feature of rheumatoid arthritis, which may be prolonged for up 
to an hour or more. Subcutaneous nodules occur in 25% of cases. 

Loss of joint mobility, pain and malaise and swelling of the finger joints are common to all 
art h rit ides. 






A 52-year-old woman comes for review. She has a symmetrical small -joint polyarthritis 
effecting predominantly the proximal interphalangeal joints, both knees and ankles. Her pain 
is predominantly worst in the morning, when she also has significant stiffness. Investigations 
show: haemoglobin 12.1 g/dl, white ceil count 5.2 * 1 0 s / 1 , platelets 190 * 10 9 /l, sodium 
159 mmol/l. potassium 5.0 mmol/I, creatinine 105 pmol/l rheumatoid factor 

What X-ray changes would you expect to see in the hands? 

A Osteophyte formation 

3 D eriarticular osteopeenia around the PIP joints 

C p eriarticular sclerosis around the DIP joints 
D Cyst formation in the distal portion of the phalanges 


E Carpal bone m cro fractures 


A 


Osteophyte formation 


B I Periarticular osteopaenia around the PIP joints 


C Periarticular sclerosis around the DIP joints 
D Cyst formation in the distal portion of the phalanges 

E Carpal bone micro fractures 

Explanation 

Diagnostic imaging of the hand 

“he proximal interphalangeal joints are more commonly affected in rheumatoid arthritis, and 
periarticular osteopenia is a feature seen in association with rheumatoid arthritis. Other 
features seen include bony erosions, cyst formation, and joint-space narrowing/swelling. 
Where the diagnosis is in doubt, joint-space aspiration of large joints can be considered to 
determine whether an inflammatory arthritis is present. Initial therapy is based on use of 
non-steroidal anti-inflammatory drugs, with or without the addition of disease- modifying 
anti -rheumatoid drugs (DMARDs). according to therapeutic res ponse 




A 26 -year-old woman presents with a malar rash, photosensstiv ty and arthralgia. On 
examination she has oral ulcers and her urine dipstick shows haematuria and proteinuria. 

What is the most likely diagnosis? 

A Rheumatoid arthritis 

B System c lupus erythematosus 

C Behcet's disease 

D Polymyalgia rheumatica 


E 


Systemic sclerosis 


Explanation 

Systemic I nous erythematosus 

Systemic lupus erythematosus (SLE) is a chronic condition in which a low level o r baseline 
activity is punctuated by flares of higher activity. The overall severity of the disease in a 
particular patient depends on the nature and frequency of these flares. 

Clinical features 

The diverse clinical features of SLE mean that the disease may present to any of a number 
of different specialists, including rheumatologists, dermatologists, nephrologists and general 
physicians. SLE may be diagnosed if a patient meets at least four of the following 11 criteria: 

Malar rash 
Discoid f ash 
Photosensitivity 
Oral ulcers 
Arthritis 

Serositis (pleuntis or pericarditis) 

Renal disorder (proteinuria > 0.5 g/24 hours, or +++ persistently or cellular casts) 
Neurological disorder (seizures or psychosis) 

Haematological disorder (haemolytic anaemia or leukopenia of 4.0 * 10 3 /l on two or 
more occasions, or lymphopenia of 1.5 « 10 Vi on two or more occasions, or 
thrombocytopenia of 100 * TO 9 /!) 

Immunological disorders (raised anti -native DNA antibody-binding or anti-Sm 
antibody or positive finding of anti phospholipid antibodies) 

Antinuclear antibody in raised titre (in the absence of drugs known to be associated 
with drug-induced lupus) 


You review a 53-yea r-c Id woman with a history of deteriorating vision. You diagnose the 
patient to have ischaemic optic atrophy. 


Ischaemic optic atrophy is most likely to be associated with which one of the following 
diseases? 

A Rheumatoid arthritis 

8 Wegener's granulomatosis 
C Systemic lupus erythematosus 
D Seronegative arthritis 


E Still's disease 


A Rheumatoid arthritis 


B I Wegener's granulomatosis 


C Systemic lupus erythematosus 
D Seronegative arthritis 

E Still's disease 

Explanation 

Ischaemic optic atrophy in rheumatic diseases 

Ischaemic optic atrophy is not routinely seen in patients with rheumatoid arthritis hut may 
be a major ophthalmic manifestation of giant-cell arteritis, Wegener's granulomatosis and, 
ess commonly, systemic lupus erythematosus (SLE). Optic atrophy is not usually seen in 
association w th Still's disease. 

Other causes of optic atrophy include secondary optic atrophy after papilioedema, 
demyelinating optic neuritis as seen in multiple sclerosis, vitamin B12 deficiency, quinine and 
methyl alcohol ingestion. The degree of visual loss depends on the underlying cause. 
Hereditary causes of optic atrophy include Leber's hereditary optic neuropathy (a 
mitochondrial disorder). 




A 35-year-old patient complains of feeling unwell for the last 6 months. He has noticed a 
malar rash and weakness of his proximal muscles. On examination there is an erythematous 
scaly eruption over the extensor surfaces of his arms. His creatine kinase is elevated. 

What is the next step in obtaining the diagnosis? 


A Hand X-ray 
B Muscle biopsy 

C Nerve conduction test 

D Abdominal ultrasound 


E Rheumatoid factor 


A 


Hand X-ray 


B I Muscle biopsy 


C Nerve conduction test 

D Abdominal ultrasound 

E Rheumatoid factor 

Explanation 

Diagnosis of dermatomyositis 

in cases of possible polymyositis or dermatomyositis confirmation of the diagnosis by 
muscle biopsy is essential. Other studies, such as electromyography, nerve conduction 
studies and magnetic resonance imaging are adjuncts to diagnosis but do not supplant 
tissue biopsy. 

The unequivocal presence of Gotfron's sign (an erythematous, scaly eruption confined to 
skin overlying the knuckles) in association with proximal muscle weakness ana elevation of 
muscie enzymes obviates the need for muscle biopsy because it is pathognomonic. Identical 
lesions known as -Gottron's papules* also occur over the extensor surfaces of many other 
joints, particularly the elbows and knees. 


r 
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A 25-year-old man presents in the Emergency Department with a 2-day history of a painful 
and swollen left knee. He is pyrexia I. with a temperature of 38.5 °C. Examination of his 
cardiovascular and respiratory system is normal. An abdominal examination is normal He 
also mentions that he deve opec a painfu right ear and saw his doctor 5 days ago. who told 
him he had an infected ear an o prescribed antibiotics. His left knee is swollen, red. tender 
and slightly flexed A diagnosis septic arthritis is made. 

What is the most likely causative organism? 

A Streptococcus viridans 
B Staphylococcus epiderm idis 

C Staphylococcus aureus 

D Escherichia coli 


E 


Neisseria meningitides 


A Streptococcus viridans 

3 Staphylococcus epidermidis 


C I Staphylococcus aureus 


D Escherichia coti 

E Neisseria meningitides 

Explanation 
Septic arthritis 

Pathophysiology 

Septic arthritis results from infection of the joints with pyogenic organisms, of which 
Staphylococcus aureus is the commonest. Other organisms responsible are streptococci 
Neisseria spp. and G re m- negative bacilli. The organisms reach the joint via the bloodstream 
sometimes from known sites of infection such as boils or otitis media. Less commonly, it may 
spread from osteomyelitis adjacent to the joint or it may be introduced into the joint as a 
result of trauma. 





Clinical features 

The patient complains of a single painful joint, which appears red warm and swollen. 

Diagnosis: Aspirating the joint and examining and culturing the fluid should establish 
diagnosis. 

Treatment should be started immediately with appropriate antibiotics as delays can result in 
destruction of the cartilage. The joint should be immobilised. The joint should be drained by 
needle aspiration inaccessible joints such as the hip may require surgical drainage. 


A 47-year-old woman with a 15-year history of rheumatoid arthritis presents with a red, 
swollen and hot knee joint. A provisions diagnosis of septic arthritis is made. 

Which organism is most commonly responsible for this condition? 

A Streptococcus pyogenes 

B Haemophilus influenzae 

C Step hyfo co ecus a ure us 
D Neisseria gonorrhoea e 


E Escherichia coii 


A Streptococcus pyogenes 


3 Haemophilus influenzae 


C I Staphylococcus aureus 


D Neisseria gonorrhoeae 

E Escherichia coii 


Explanation 
Septic arthritis 

The organism that most commonly causes septic arthritis is Staphylococcus aureus. Gram- 
negative organisms are more commonly seen in the elderly or complicating rheumatoid 
arthritis end Haemophilus influenzae infection is seen more often in children 




A 44-year-old. diabetic, obese man presents with a painfu swollen ankle that has become 
worse over the past 2 weeks He gives a history of recent alcohol consumption. Small 
rhomboid -shaped crystals are seen in the joint aspirate, along with numerous neutrophils. An 
X-ray shows evidence o f chondrocalcinosis. 

What is the most likely diagnosis? 

A Gouty arthritis 

B Osteoarthritis 

C Septic arthritis 
D Charcot's joint 
E Pseudogout 


Explanation 

Pseudogout 

Small, rhomboid-shaped, weakly positive birefringent crystals are seen in calcium 
pyrophosphate arthropathy (pseudogout) Calcification of joint cartilages 
(chondrocalcinosis) is a feature of this disease. The joint aspirate may show numerous 
neutrophils. 

Charcot's deformity arises in weight-bearing joints (mainly the ankles) and may be due to 
neurovascular changes rather than simple neurotrauma. It is most commonly associated with 
chronic sensory neuropathies, such as occur in diabetes meilitus, tertiary syphilis end 
syringomyelia. 


A 40 -year-old men presents with haematuria and recurrent haemoptysis Blood tests are 
positive for ANCA-PR3 and ANCA-MPO The eosinophil count is 0.3 x io 9 / 1 (normal range 
0.04-0.4 x 10 9 /I). 

What is the most probable diagnosis? 


A Wegener's granulomatosis 
B Churg-Strauss syndrome 

C Goodpasture's syndrome 

D Microscopic polyangiitis 
E Cryogfobulinaemic vasculitis 


C Goodpasture's syndrome 


D I Microscopic polyangiitis 


E Cryog lobulinaemic vasculitis 

Explanation 
ANCA antibodies 

The presence of ANCA-PR3 and ANCA-MPO is characteristic of microscopic 
polyangiitis (where ANCA-PR3 = antineutrophil cytoplasmic antibody proteinase 3 and 
ANCA-MPO = antineutroph ! cytoplasmic antibody myeloperoxidase). 

ANCA-MPO is seen more rarely in V/e genets granulomatosis, but may be found in up 
to 20% of patients. Both antibooies are also present in Churg -Strauss syndrome. 
However, eosinophilia s a characteristic feature of Churg -Strauss syndrome while the 
eosinophil count in this patient is normal 

ANCA antibodies ere not present in crypglobulinaemic vasculitis. 

Goodpasture syndrome is mediated by anti-glomerular basement membrane antibody. 
These are of IgG type. 





A 30 -year-old woman undergoes arthroscopy and joint fluid aspiration for suspected 
rheu m ato id a rt h rit i s . 

Which one of the following findings would best confirm the diagnosis? 

A Nor mat- looking synovial membrane 
3 Increased viscosity of synovial fluid 

C Clear synovial fluid 

D Neutrophils in the aspirate on microscopy 


E Marked vascular proliferation on the synovial membrane 


A Normal-looking synovial membrane 


5 Increased viscosity of synovial fluid 


C Clear synovial fluid 


D Neutrophils in the aspirate on microscopy 


E I Marked vascular proliferation on the synovial membrane 


Explanation 

The synovial membrane in rheumatoid arthritis 

Synovial membrane is almost always involved in rheumatoid arthritis. There is marked 
vascular proliferation with increased permeability of blood vessels on the synovial membrane 
that is typica of rheumatoid arthritis. Thickening of the synovia membrane and proliferation 
into folds and fronds may also be seen, “he viscosity of synovial fluid is decreased. The fluid 
is turbid (with neutrophils) in earlier phases of the disease, but this is not a diagnostic 
feature. 





A 47-year-old woman with a 15-year history of rheumatoid arthritis presents with fever, 
weight less and leg ulcers. On examination she is found to have splenomegaly 


Which human leucocyte antigen (HLA) type is most common in patients with Felty 
syndrome versus patients without this condition? 

A HLA-B27 

B HLA-BSDR3 

C HLA-B51 

D HLA- DRW 4 

E HLA-DR4 


B HLA-B8DR3 


C HLA-B51 


D I HLA-DRW4 


E HLA-DR4 

Explanation 

HLA associations in rheumatology 

This pat ent has Felty syndrome and this human eucocyte antigen (HLA) subtype 
(HLA DRW 4) is found in 95% of patients with Felty syndrome compared with 70% of 
people with rheumatoid arthritis alone 
HLA.-B8DR3 is associated with Sjogren syndrome. 

HLA-B51 is more common in Behcet's disease. 

Some HLA-B27 subtypes are associated with ankylosing spondylitis. 

HLA-DR4 occurs in 50-75% of patients with rheumatoid arthritis and correlates with a 
poor prognosis; it is more likely to be found in patients with Felty syndrome, but is not 
as specific as DRW4. 





A 50 -vear-old man who works as a carpet fitter comes to the clime with a swollen, painful 
ieft knee. He has difficulty kreeling and walking and has been unable to work, “his is the 4th 
attack he has had in the past 2 years and he is unable to modify his work. On examination he 
has tenderness, erythema and swe mg over the pate la. with severely reduced knee flexion. 

Investigations; 


Hb 

13.1 g/dl 

WCC 

7.8 x10 9 /l 

PLT 

132 x10 9 /l 

Na + 

158 m mo I/I 

K* 

4.3 m mo I/I 

Creetinine 

100 micro mo I/I 

Pre-patellar bursa 
aspiration 

>5000 white cells / m icro litre (no 
growth) 


Which of the following is likely to be the most effective treatment? 


A Arthroscopic bursecEomy 

5 Intra-articular corticosteroids 

C NS A IDS 

D Oral corticosteroids 

E Rest 


Explanation 

The answer is Arthroscopic bursectomy 

The position of the pain and swelling, (over the pre-patellar bursa), and results on aspiration 
confirm a diagnosis of "housemaid's knee". Diagnosis is based upon the results of fluid white 
count, lactate, glucose and examination for crystals. Mild elevation in bursa fluid white count 
may be seen in inflammatory bursitis, much greater rises can be seen in infective pre- 
patellar bursitis. 

Realistically this man is not going to change his job, and recurrent attacks of pre-patellar 
bursitis are significantly impacting on his quality of life and his ability to continue to work, 

I rat ra- articular corticosteroids, NSAIDS and rest are all possible treatment options, but none 
are likely to provide him with a permanent solution. As such arthroscopic bursectomy is the 
logical next step. 


A middle-aged man with long-standing rheumatoid arthritis presents with a red, swollen and 
hot right knee. His temperature is 39.2 °C. 

What would be the best immediate management of this man? 

A Flucloxacilfin and benzylpenicillin 

B Blood culture 

C Joint aspiration, microscopy and culture 

D Oral prednisolone and physiotherapy 


E 


Commence su fasalaztne 


A FlucloxacilJin and benzyf penicillin 


3 Blood culture 


C I Joint aspiration, microscopy and culture 


D Oral prednisolone and physiotherapy 

E Commence sulfasalazine 

Explanation 

Septic arthritis 

This patient has septic arthritis. The most likely organism is Staphylococcus aureus , 
particularly in patients with rheumatoid arthritis and diabetes inellitus. Joint aspiration is 
essential whenever septic arthritis is suspected. Synovial fluid culture is positive in 90% of 
cases. Empirical antibiotic therapy with flucl oxacillin is commenced until culture sensitivity 
results are available. 





A 52-year-old man comes tc the Emergency Department with e sore throat and fever. He is 
currently treated with a disease-modifying agent for rheumatoid arthritis but he cannot 
remember the name of it, and has recently been prescribed Allopurino' for gout. On 
examination he s pyrexia I 38.2 ,: 'C, and has obvious pharyngitis. He is neutropenic with a 
neutrophil count of 0.4 xTQ 9 /l. 

Which of the following agents is he most likely to have been treated with for his arthritis? 

A Azathioprine 

B Cidosporin 
C Hydroxychloroquine 

D Infliximab 


E Methotrexate 


Explanation 

The answer is Azathioprine - 

Allopurinol interferes with the metabolism of 6-mercaptopurine, the active metabolite of 
Azathioprine. This leads to a build up of 6-mercaptopurine, resulting in neutropenia, Patients 
who suffer gout whilst taking Azathioprine or 6-mercaptopurine should therefore not be 
prescribed Allopurinol or should have their dose of disease modifying agent significantly 
reduced. Infliximab is recognised to increase the risk of T B, and Methotrexate leads to 
hepatic and pulmonary fibrosis. 


A 72-yesr-old woman comes to the peripheral hosp ta clinic complaining of severe temporal 
headaches, jaw claudication on eating and an episode of visual blurring affecting her right 
eye On further questioning she says that has had shoulder and pelvic girdle pain going back 
for a period of 6 months or so. She has a history of hypertension and osteoarthritis, and 
takes ramipril and regular paracetamol. 

On examination she has a blood pressure of 160/95 mmHg and a pulse of 78 bpm. There is 
temporal artery tenderness to palpation. You have some basic bloods available which were 
sent in by her GP. Investigations shew: haemoglobin 12.3 g/dl, white cell count 7.2 * 10 9 /L 
platelets 199 * 10 9 /l, sodium 140 mmol/l r potassium 4.8 mmo /l, creatinine 132 pmol/J. She is 
not able to come in for admission immediately because she needs to go home and sort out 
some household arrangements. 

Which one of the following is the next most important step in her management? 

A Arrange CT head 

B Give her 60 mg of oral prednisolone 
C Arrange to check her ESR when she returns 

D Book a temporal artery biopsy 

E Start her on diclofenac 


A Arrange CT head 


B I Give her 60mg of oral prednisolone 


C Arrange to check her ESR when she returns 

D Book a temporal artery biopsy 

E Start her on diclofenac 

Explanation 

First-line management of temporal arteritis 

Th-s woman Is at risk of sight loss, her symptoms being entirely consistent with a diagnosis 
of temporal arteritis. Given that there may be an interval before she attends the hospital 
where the erythrocyte sedimentation rate (ESR) car be checked and she can be referred for 
temporal artery biopsy, advice is not to delay treatment with corticosteroids. Visual damage 
is usually irreversible, with partial or complete sight loss occurring in 15% to 20% of patients 
with tempora' arteritis. Chronic steroid treatment is the norm, with most patients treated for 
a period of onger than 6 months. 




A 75-year-old woman with rheumatoid arthritis is be ng treated with methotrexate. She 
presents with malaise, fever and swelling and pain of her right wrist. 

What is the most likely diagnosis? 


A Osteoarthritis 

3 Joint sepsis 

C Pseudogout 

D Carpal tunnel syndrome 

E Gout 


Explanation 
Joint sepsis 

This patient probably has joint sepsis. Methotrexate is usually given in cases of rheumatoid 
arthr sis that do not respond satisfactorily to disease -moo tying antirheumatic drugs 
(DMARDs). Marrow suppression is a feature of this therapy and this may result in infections. 

Pseudogout or calcium pyrophosphate arthropathy is non -Inflammatory end would not be 
associated with fever. Acute gouty arthritis is common in the metatarsophalangeal joint, ft is 
not j ‘e'ated to rheumatoid arthritis or to methotrexate treatment. Osteoarthritis would 
usually present in a weight-bearing joint and is not associated with malaise and fever. Carpal 
tunnel syndrome would present with pain and tingling, usually in the radial half of the hand. 
Fever does not occur in this condition. 


A 29-yeer-o d woman with a history of system c lupus erythematosus (SLE) g ves birth to 
her first child The nurses are concerned because the newborn infant looks as if she has an 
SLE- 1 ike ski r rash. 

Which maternal autoantibody is most associated with the development of neonatal lupus? 


A Anti-Ro antibodies 

B Antbcardiolspin antibodies 

C Anti-ds DNA antibodies 

D Anti -smooth muscle antibodies 

E Anti -La antibodies 


A 


Anti-Ro antibodies 


3 Anti-cardiotipin antibodies 

C Anti-ds ON A. antibodies 

D Anti -smooth muscle antibodies 

E Anti-La antibodies 

Explanation 
Fetal lupus 

Fetal lupus is highly associated with anti-Ro antibodies, although there can also be an 
association w to anti-Le antibodies. Not all cases ct fetal lupus are always seen in association 
with heart block; if this is suspected by measuring the pulse on an 18- week scan, then 
prophylactic cexamethasone may be an option. Rates of fetal loss are substantially higher in 
women suffering from lupus, and are associated with particularly high tit res of anti-double- 
st ra n d e d D N A (anti-ds D N A ) . 




A 19-year-old student presorts with swelling of the face hands and feet, together with 
diffuse abdominal pain. He gives a history of recurrent episodes since he was TO years old, at 
a rate of three or four attacks per year. Each episode lasts 2-3 days. On examination swelling 
is observed at the above-mentioned sites but there is no evidence of urticaria. The family 
history reveals a history of similar episodes in the mother since childhood and in the older 
brother, who cied of respiratory distress at the age of 8 years during a similar attack 


Which one of the following tests would be considered most helpful in establishing the 
diagnosis? 

A Eosinophil count in the blood 

3 Prick (puncture) skin test 

C Radioallergosorbent test (PAST) 

D Cl esterase inhibitor (C1INH) 


E I g E levels 


D 


Cl esterase inhibitor (C1INH) 


E IgE levels 

Explanation 

Hereditary angioedema 

Angioedema. characterised by nor -pitting, erythematous swelling of soft tissues, can be 
hereditary or acquired. Hereditary angioedema (HAE) is an autosoma dominant disease due 
to mutat ons at Cl inhibitor gene, “he defective gene does not produce sufficient levels of Cl 
inhibitor in plasma, which leads to auto-activation of Cl and consumption of C2 and C4. It is 
further classified into type I (lower production of Cl inhibitor proteins) and type El (functional 
defect of Cl inhibitor with normal plasma levels). 

Clinical presentation: Hereo tary angioedema is characterised by recurrent seif-limited 
attacks involving the skin, subcutaneous tissue, upper respiratory tract or gastrointestinal 
tract. .Attacks may last from severs hours to 2-3 days. Gastrointestinal or upper respiratory 
tract attacks may be precipitated by ocal trauma (eg dental procedures, tonsillectomy). 

Investigation: Hereditary angioedema is characterised by low levels of Cl esterase inhibitor 
(C1INH) or elevated levels of dysfunctional Cl esterase inhibitor, as detected by an immune 
assay. Low levels of C4 ere seen between attacks. 

Acquired angioedema maybe a manifestation of urticaria and has recently been described as 
a side-effect of drugs such as angiotensin-converting enzyme (ACE) inhibitors. 





A 34-year-old woman with a history of arthritis of many years' duration that has deformed 
her hands presents with pain and colour changes in the fingers of both hands on exposure to 
cold, cry ness in her mouth and a gritty sensation in her eyes 

From what complication affecting her mucous membranes/eyes is she suffering? 


A Arthritis mutilans 

B Reiter's syndrome 

C System c lupus erythematosus 

D Diffuse cutaneous systemic sclerosis 

E Sjogren's syndrome 


Explanation 

Sjogren syndrome 

Sjogren syndrome is an autoimmune disorder of unknown aetiology characterised by 
lymphocytic infiltration of the salivary and lacrimal glands, leading to glandular fibrosis and 
exocrine failure. The age of onset is usually in the fourth and fifth decades, with a female to 
male ratio of 9:1. The disease may be primary or secondary in association with other 
autoimmune diseases (such as rheumatoid arthritis, systemic lupus erythematosus, 
thyroiditis or primary biliary cirrhosis). Dryness of the eye (keratoconjunctivitis sicca) may 
be demonstrated by Schlrmer's test, Antinuclear antibody and rheumatoid factor are 
present in most cases. 


A 45-year-old woman complains of feeling tired. She also notices she has dysphagia, a dry 
mouth, a gritty sensation in her eyes and increased photosensitivity. 

What is the most likely diagnosis? 


A Sjogren syndrome 
B D oiymyositis 
C Oesophageal carcinoma 

D Haemochromatosrs 

E Hepatitis C virus infection 


Explanation 

Sjogren syndrome 

Sjogren syndrome is characterised by inflammation and the destruction of exocrine glands. 
The salivary end acrimal glands are principa ly involved, giving rise to dry eyes and mouth. 
The aetiology of Sjogren syndrome is unknown but it is often considered to be an interaction 
between constitutional and environmental factors, eading to autoimmunity. Primary Sjogren 
syndrome is strongly associated with HLA DR3. Sjogren syndrome is nine times more 
common in women then men and can develop at any age from '5 to 65. 

Clinical features 

Patients rarely complain of dry eyes, but rather of a gritty sensation, soreness, 
photosensitivity or intolerance to contact lenses In early disease excessive watering or 
deposits of dried mucus in the corner of the eye and recurrent attacks of conjunctivitis can 
occur. The dry mouth is often manifest as the 'cream cracker sign, an inability to swallow dry 
food without fluid or waking up in the night to take sips of water. About half of patients 
complain of intermittent parotid swelling, sometimes misdiagnosed as recurrent mumps. 
When the swelling is excessively painful it is often due to a secondary bacterial infection. 

On examination, xerostomia can be detected as a diminished salivary pool, a dried fissured 
tongue. c f ten complicated by angular stomatitis, and chronic oral candidiasis. The eyes 
might be reddened and roughened due to shallow erosions in the conjunctiva. 

True Sjogren syndrome is a systemic disease. Some two -thirds of patients complain of 
fatigue, which, according to a recent epidemiological study, is the single most important 
cause of disability. 


A 75-yesr-oid woman, who s e chronic alcohc ic. presents with recurrent episodes of a 
swollen, red-hot right ankle. Aspiration of the joint reveals negatively birefrlngent crystals. 

What is the probable diagnosis? 

A Calcium pyrophosphate arthropathy 

B Honosodium urate mono-hydrate arthropathy 
C Basic calcium phosphate deposition 

D Osteoarthritis 

E Osteoporosis 


A Calcium pyrophosphate arthropathy 


B I Monosodium urate morsohydrate arthropathy 


C Basic calcium phosphate deposition 

D Osteoarthritis 

E Osteoporosis 

Explanation 

Gouty arthritis 

This patient has acute attacks of gouty arthritis affecting her ankle. Secondary gout due to 
alcohol or drug intake mainly affects people over the age of S 5 and is the form most 
commonly seen in women. Monosodium urate monohydrate (MSUM) crystals appear 
negatively birefringent under polarised light. The clinical presentation described is not seen 
in osteoarthritis or osteoporosis, 




A 29-year-o c professional dancer is referred to the clinic with a sms joint polyarthritis, 
which has continued to worsen over the past 8 weeks despite treatment with Ibuprofen and 
rest from work. The small joints of her hands and feet, wrists, ankles, knees and elbows are 
particularly affected. She takes no regular medication and has no significant past medica 
history. Or examination her SP is 105/70 rnmHg putse is 80/m in and regular Her BMI is 20.5. 
You confirm a small joint polyarthritis in the pattern typical for rheumatoid arthritis. 

Which of the following is the most important criterion to confirm the diagnosis? 


A Erosive changes on X-ray 
B Failure to respond to NSAfD therapy 
C Joint symptoms for longer than 6 weeks 

D Positive rheumatoid factor 

E Presence of rheunnatoid nodules 


Explanation 

The answer is Joint symptoms for longer than 6 weeks - 

The diagnosis of rheumatoid arthritis should be made as early as possible to allow patients 
to benefit from disease modifying therapies. As such once patients have symptoms for 
longer than a 6 week period, the diagnosis can usually be considered. Positive rheumatoid 
factor is not a definitive requirement, indeed anti-CCP antibodies may be more likely to be 
positive in the early stages of the disease. 

Typical criteria for considering a diagnosis of rheumatoid are listed below; however it is 
important to note that not all are required. 

Morning stiffness that lasts at least one hour and that has been present for at least six 
weeks 

Swelling of three or more joints for at least six weeks 

Swelling of the wrist, hand, or finger joints for at least six weeks 

Swelling of the same joints on both sides of the body 

Changes in hand x-rays that are characteristic of rheumatoid arthritis 

Rheumatoid nodules of the skin 

Blood test positive for rheumatoid factor and/or ant i-citru llina ted peptide/protein 
antibodies 


A 15-year-old girl presents with pair and swelling over her right knee that has progressively 
worsened over the last 10 cays. She is actively involved in sports and has recently been 
selected for national championships. Clinical examination reveals pain over the tibia! 
tubercule, arc an X-ray of the knee reveals fragmentation of the tibial tubercuie. 

What is the most likely cause of her condition? 


A Osteochondritis dissecans 

3 Osgood-Schlatter J s disease 
C Infrapatellar bursitis 

D Torn meniscus 


E 


orn anterior cruciate s garment 


A Gstecchondri: s dissecans 


B I Gsgood-Schlatter's disease 


C Infrapatellar bursitis 
D Torr meniscus 

E Torn anterior cruciate ligament 

Explanation 

Pain and swelling in a teenager’s knee 

Osgood-Schlatcer disease causes pain aid swell rg over the t tial tubercle A traction 
apophys tis of the pate *a f tendon, it is seen in sports players undergoing rigorous 
training 

Osteochondritis dissecans is more common in ado escent anc young adult mates 
Locking or giving way of the joint is seen in this condit on 

A twisting njury s a common history in men is cal tears. The^e is immediate medial or 
lateral knee pain and dermatic swelling develops within a few nours 
A torn anterior cruciate ligament allows tne tibia to be pulled forwards on :ne femur 
when the knee is flexed to 90° 

Infrapatellar bursitis is caused by kneel ng (housemaids' knee). There is local pain, 
tenderness and a fluctuant swelling 




You are asked to see a S 5 -year-old Asian woman who is complaining of generalised body 
aches. Her daughter also mentions that for the last few months her mother has found it 
difficult to get up from a chair. She suffers from diet-controlled diabetes me! lit us and her 
blood glucose level is well controlled. Her full blood count is normal She has ow serum 
phosphate, plasma calcium at the lower end of the normal range and raised alkaline 
phosphatase levels. 

Which one of the following would you expect her X-rays to show? 


A Linear areas of low density 


B Increased bone density 
C Osteolytic areas with bone destruction 

D Brc die's abscess 


E Areas of sclerosis 


A 


Linear areas of low density 


B Increased bone density 

C Osteolytic areas with bone destruction 

D Brodie s abscess 

E Areas of sclerosis 

Explanation 

Osteomalacia 

This women has generalised body aches and also has features suggestive of proximal 
myopathy. The bone biochemistry is in keeping with a diagnosis of osteoma lac e. X-rays will 
typically show defective mineralisation, especially in the pelvis, long bones and ribs. Areas of 
ow density - Looser's zones - are characteristic of the ccr.d t on. 




A 58-yeer-o!d woman complains of generalised body pa n. She sleeps well but does net reel 
refreshed in the morning. She is unable to exercise and feels tired all the time, cannot work 
and takes to her bed for much of the day. 

What is the most likely diagnosis? 


A Polymyositis 


B Polymyalgia rheum a tic a 


C Chronic fatigue syndrome 


D Multiple sclerosis 


E Hypochondriasis 


Explanation 

Chronic fatigue syndrome 

Chronic fatigue syndrome is a modern syndrome (identified less than a decade ago) that 
covers a mult tude of symptoms, including chronic fatigue, pain, weakness, sleep disorders 
and mood disturbances. In many cases the symptoms are severe, persistent and disabling 
and cause considerable persona : . social and healthcare costs. There is no obvious medical 
disease or major psychiatric illness. 

Management involves graded exercise therapy (GET) to combat deconditioning and 
cognitive behavioural therapy (CBT) using behavioural techniques to gradually and 
consistently increase activity, reduce avoidance behaviour and improve confidence end 
illness control. 

Differential diagnosis: Polymyalgia rheum atica (PMR) occurs commonly in older women and 
presents as aching and morning stiffness in the proximal muscles. Multiple sclerosis presents 
mostly with unilateral optic neuritis or progressive weakness of the legs. Other features of 
demyeiination may be seen. 

In hypochondriasis, the person's preoccupation is with the fear that they have a physical 
disease. Reassurance is unhelpful in these cases and they require scrne form of CBT. 


A 44-yes r- old man presents with rhinitis, asthma and tender subcutaneous nodules. 
Antibodies to ANCA-PR3 and ANCA-MPO ere present in his blood and the eosinophil count 
is 1.2 x io 9 /l (normal range 0.04-0 4 x io 9 /0- A chest X-ray shews patchy pneumonitis. 

What is the most likely diagnosis? 


A Wegener's granulomatosis 


B Churg-Strauss syndrome 


C Microscopic polyangiitis 


D Polyarteritis nodosa 


E Rheumatoid arthritis 


A 


We ge ne r’s gran u I om atos^: 


B I Churg-Strauss syndrome 


C Microscopic poly angiitis 

-- 1 Polyarteritis nodosa 

E Rheumatoid arth litis 

Explanation 
ANCA antibodies 

The clinical triad o f rhinitis, asthma and eosinophi ia along with ant-bodies to AN CA- 
PPS ano ANCA-MPO s highly suggest ve of Churg-Strauss syndrome (where ANCA- 
PRS = antinejtrophii cytop asm c antibody prote nase 3 and ANCA-MPO = 
antineutrophil cytop.lasm c antibody myeloperoxidase). 

Microscopic polyangiitis also involves the lungs and can result in recurrent 
haemoptysis. ANCA-PRS and ANCA-MPO art bed es are present but eosinophi a is 
not seen. 

Wegener's granulomatosis usual y presents w th rh norrhoea, cough, haemoptysis and 
pieurit c pain Eosinophi ia ooes no: cccu r n this corid ticn. 

Subcutaneous nodules a r e seen in rheumatoid arthritis. Perioneral ntra pulmonary 
nodules may occur wnich may become large and cavitate in oneumoconiosis (Caplan 
syndrome). ANCA antibodies are usually absent in this condition. 

Polyarteritis nodosa is ANCA -negative and rarely nvo ves the lungs 




A 27- year-old man presents with swelling and pain in the proximal nterphalangeal joints of 
both hands. He tells you that his symptoms have persisted for many months but he has 
resisted seeing the doctor because he is worried about the possible diagnosis. Both hands 
show ulnar deviation with pitting of the nails and onycholysis. 

What could be the cause of his condition? 

A Rheumatoid arthritis 

B Gonococcal arthritis 

C Psoriatic arthritis 

D Reactive arthritis 


E Dermatophyte infection 


A Rheumatoid arthritis 

3 Gonocoeca arthritis 


C I Psoriatic arthritis 


D Reactive arthritis 

E Dermatophyte infection 

Explanation 

Psoriatic arthropathy 

Psoriatic arthropathy can mimic rheumatoid arthritis clinically and may be distinguished 
only by the presence of scaly lesions on the skin or nail changes. Dermatophytic infections 
are limited to the skin, hair, nails and mucous membranes. Nail changes do not occur in 
reactive or gonococcal arthritis. 




A 55-year-cld mar presents with bowed legs, low back pain and increasing deafness over 
the past S months. His father was similarly affected at 60 years of age and died c f bone 
cancer 

Given the likely clinical diagnosis, what would be the most characteristic finding in a blood 
test? 


A Decreased serum calcium levels 

3 Elevated serum phosphate 

C Elevated serum alkaline phosphatase 

D Elevated ESR 

E Decreased 3 ,25-dihydroxycholecalciferol 


A 


Decreased serum calcium levels 


B Elevated serum phosphate 


C I Elevated serum alkaline phosphatase 


D Elevated ESR 

E Decreased i ,25-dihydroxycholecaldferol 

Explanation 
Paget’s disease 

This patient has Paget's disease, typified by the deformity, deafness and positive family 
history. Serum calcium, phosphate and 1,25-dihydroxycholecalciferol levels are usually normal 
in this condition. The serum alkaline phosphatase is increased (it may exceed 1000 U/l} and 
this reflects increased bone turnover 




A 73-year-old man complains of right leg pain of 2 years' duration. There is no history of falls 
or injury. In the past he has been admitted to hospital for cardiac failure and takes inhaled 
bronchoc iators and steroids for chronic obstructive pulmonary disease. Examination shows 
a healthy elderly man with m id tenderness of his right leg only. Routine blood tests show 
normal serum caEcium arc phosphate levels with a markedly raised alkaline phosphatase 
level. 

What is the most likely diagnosis? 


A Osteoarthritis of the hip 
5 3ony metastasis from an occult malignancy 
C Multiple myeloma 
D Pagete disease 


E Osteomalacia 


Explanation 

Paget’s disease of the bone 

Paget’s disease of the bone is a disorder of bone remodelling. There is uncontrolled 
bone turnover with excessive resorption, followed by disordered osteoblastic activity, 
which leads to abundant new bone formation 

It is common in Europe, where it affects 10% of adults by the age of 90 years. 

Clinical features 

The femur, pelvis, tibia, skull and lumbosacral spine are commonly involved 
It presents with bony pain, deafness due to nerve com press ion/ loss of cochlear BMD, 
high-output cardiac failure and deformities 

The serum alkaline phosphatase level is markedly raised, with normal calcium and 
phosphate levels 

Treatment is indicated for the bone pain and can range from simple analgesics to 
diphosphonates and calcitonin 


A 63-yea r-o Id woman complained of pain at the base cf her right thumb There is no history 
of recent injury, or of any particular activities involving repeated movement of the joint. 
There was tenderness and swelling of the right first carpometacarpal joint 

What is the most likely diagnosis? 


A Avascular necrosis of the scaphoid 
B De Guervain J s tenosynovitis 

C Osteoarthritis 

D Psoriatic arthritis 


E Rheumatoid art hr t s 


Explanation 

Osteoarthritis 

Osteoarthritis (OA) commonly affects the first carpometacarpal joint. Other commonly 
effected joints include the shoulders, hips, mec el compartment of the knee end the proximal 
bones of the feet Rheumatoid or seronegative arthritides tend to follow a more distal, 
symmetrical distribution. 

Management 

The management of OA depends on which joints are affected, but pain relief is the mainstay 
of therapy. Ncn-steroida anti-inflammatory drugs (NS AIDS) were previously widely used in 
the management of OA-associated pain, but recent scares about cardiac side -effects have 
resulted in a swing back to the use of simple pair relief. In ower-limb OA, weight reduction is 
advised, with joint replacement of the hip or knee in severe arthritis. 

Other notes 

De Quervain disease is caused by stenosing tenosynovitis of the first dorsal compartment of 
the wrist. The first dorsal compartment at the wrist includes the tendons of the abductor 
pollicis long us. Patients with this condition usually report pain at the dorsolateral aspect of 
the wrist with referral of pain toward the thumb and/or lateral forearm. There is often a 
history of repetitive movement of the affected part (eg knitting, golf, lifting a baby). In De 
Quervatn's radiographic changes are absent. 


A 62-year-old man with 3 history of rheumatoid arthritis comes to the Respiratory Clinic for 
review. Over the past 4 months he has been losing weight and has developed a persistent 
cough, occasionally productive of blood stained sputum. Other past history of note includes 
hypertension for which they are treated with Lisinoprif and Indapamide, and asthma which is 
managed with a low dose seretide inhaler. Examination reveals a BP of 142/82 mrmHg. pulse 
is 80/m in and regular. There are signs of right upper lobe consolidation. Temperature is 
37.5°C. 

Investigations: 


Hb 

10.9 g/dl 

wcc 

10,4 x1G 9 /I 

PLT 

181 x10 9 /l 

Na + 

137 mmol/1 

K + 

4.3 mi mo 1/3 

Creatinine 

110 micromol/l 

Quantiferon gamma test 

positive 

CXR 

right upper lobe consolidation 


Which of the following is the most likely cause? 


A Azat hiop rine 

B Infliximab 

C Methotrexate 

D Rituximab 


E Tocilizuinab 


Explanation 

The answer is Infliximab - 

Anti-TNF therapies ere associated with increased risk of tuberculosis, the diagnosis here. For 
this reason patients should be evaluated for tuberculosis including risk of coming into 
contact with active TB before starting therapy Azathioprine is associated with increased risk 
of neutropaenia in conjunction with xanthine oxidase inhibitors because of accumulation of 
6-mercaptopurine. Rituximab is an anti-CD20 monoclonal antibody associated with E cell 
suppression and can therefore Jead to increased risk of common bacterial infections. 
Tociiizumab is an enti-M_S monoclonal, again associated with increased risk of common 
infections. 


http://www.medicines.org.uk/emc/med cine/3236/SPC/Refnicade+100mg+powder+for+concentrate+for+solution+for+infusfon/ 


A 65 -year-old white male, who is a chronic smoker, presents with low hack and hip pa in. H s 
serum alkaline phosphatase level is 1000 IU/1. calcium 2.25 mmol/l and phosphate 1.2 mmol/I. 
Other liver function tests are normal. He a ! so complains of difficulty in hearing. 

What is the probable diagnosis? 


A Squamous-cell carcinoma of the lung 

B Multiple myeloma 

C Osteomalacia 

D Osteoporosis 


E 


Paget’s disease of bone 


A 65-year-old man comp ains of progressive breathlessness, swelling of his ankles, painful 
Joints and earache. An X-ray of his chest shows multiple nodules scattered throughout both 
lung fields. Urinalysis reveals proteinuria and microscopic haematuria. 

What is the most probable diagnosis? 


A Goodpasture’s syndrome 
B Berger J s disease 

C Wegener's granulomatosis 
D Churg -Strauss syndrome 


E Systemic lupus erythematosus 


Explanation 

Wegener’s granulomatosis 

Wegeners granulomatosis is a potentially fatal disease caused by a generalised vasculitis 
that has a predisposition for the upper respiratory tract lungs and kidneys. There can be 
nasal ulceration, rhinitis, otitis media, pulmonary symptoms and variable shadows on the 
chest X-ray {particularly multiple nodules), hypertension and glomerulonephritis. 

Differential diagnosis 

Goodpasture syndrome is a proliferative glomerulonephritis with ung symptoms 
(haemoptysis). Arthritis and otitis media are not features of this condition. 

Berger's disease is an IgA nephropathy that causes repeated episodes of 
giome rule nephritis and haematuria associated with viral nf actions. Pulmonary 
symptoms, arthralgia and otitis media do not occur in this condition. 

Pulmonary infiltrates and asthma occur in vasculitis due to polyarteritis nodosa (PAN). 
Cluirg-Strauss syndrome is vasculitis with significant pulmonary involvement and 
features that may be consistent with severe asthma 

Systemic lupus erythematosus (SLE) is a non -organ -specific autoimmune disease 
characterised by antinuclear antibodies and vasculitis. It is nine times more common in 
women and the onset is usually between 15 and 25 years of age. Conjunctivitis may 
occur n SLE. Nearly half the patients have pulmonary involvement (pleurisy with 
pleura; effusion, restriction of lung volume). 


A 70-year-old woman presented complaining of pain in her legs. A dual-energy X-ray 
absorptiometry (DEXA) scan revealed osteoporosis. Her doctor prescribed 400 IU of 
vitamin D along with calcium supplements. 

Which is the most active metabolite of vitamin D involved in calcium homeostasis? 


A 25-Hydroxycholecaldferol 


3 7 - De hyd ro c ho leste ro l 


C 1 ,25-DihydroxychotecfltciferoL 


D 24 , 2 5 - d i hyd ro stye h □ le c a Icife r o t 


E LhotecaLciferot 


A 


25-Hydroxycholecaldferal 


3 7- Dehyd roc hole sterol 


C I 1 ,25-Dihydroxycholecald feral 


D 24,25 -dihydroxychotecaldferol 

E Cholecalcife rol 

Explanation 
Vitamin D 

The primary source of vitamin D in humans is photoactivation (in the skin) of 7- 
dehycfrocholesterol to cholecalciferol. This is converted in the liver to 25- 
hydroxycholecalciferol ana further converted by the kidney tubule enzyme la- hydroxylase to 
the active metabolite 1,25-dihydroxycholecalciferol. A less active metabolite (24,25- 
dihydroxycholecalciferol) is formed if vitamin D supplies are adequate. 





An obese 50-year-old man presents in the middle of the night to the Emergency Department 
with swelling of his first metatarsophalangeal joint and left knee. On examination the joints 
ere swollen, red. hot and tender. 

Which examination would definitively confirm the suspected diagnosis? 

A E5R 

B Serum uric acid 

C Rheumatoid factor 

D Muscle biopsy 


E Examination of joint fluid 


A ESR 

8 Serum uric acid 

C Rheumatoid factor 

D Muscle biopsy 


E I Examination of joint fluid 


Explanation 
Diagnosis of gout 

Definitive confirmation of gout requires the demonstration of mcncsodium urate 
monohydrate crystals by compensated polarised light microscopy of fluid from a gouty joint, 
bursa or tophus. Synovial fluid in acute attacks is typically turbid, with diminished viscosity 
and a greatly elevated cell count (more than 90% neutrophils). Chronic gouty fluid is more 
variable, but occasionally appears white due to the high crystal load. 




A 39-year-old woman has been recently been diagnosed with systemic lupus erythematosus. 
She wants to know more about the possible symptoms that she may experience in the 
future. 

What is the most common gastrointestinal complication seen in this condition? 

A Autoimmune hepatitis 

B Mesenteric vasculitis 

C Pancreatitis 

D Mouth ulcers 

E Intestinal infarction 


A 


Autoimmunehepatitis 


3 Mesenteric vasculitis 

C Pancreatitis 


D I Mouth ulcers 


E Intestinal infarction 

Explanation 

Gastf^intestina jjT/Qlyemej Tt [ n : _E 

Mouth ulcers are the most common gastrointestinal problem in systemic lupus 
erythematosus (SLE) and may be a presenting feature. Mesenteric vasculitis is more 
common in polyarteritis nodosa. Liver involvement is unusual, though lupoid antibodies have 
been noted in patients with autoimmune hepatitis. Pancreatitis is rare. 




A 5-year-old Asian boy. who has been having episodes of fever and a persistent cough for 
the past 5 weeks, now complains of right hip pa n. Blood tests show wh te ce count (WCC) 
19 x io 9 /l, erythrocyte sedimentation rate (ESA) 110 mm in 1st hour a no C-reactive protein 
(CRF) 102 mg/I. An X-ray of the hip joint shows diffuse rarefaction. 

What is the most likely diagnosis? 

A Septic arthritis 

3 Tuberculous arthritis 

C Osteomyelitis 

D Reactive arthritis 


E 


Juvenile rheumatoid arthritis 


Explanation 
Tuberculous arthritis 

The history and investigations are suggestive of tuberculous arthritis. Tuberculous arthritis 
usua !y affects children aged 2-5 years The hip is one of the most frequently affecteo joints 
Early X-ray signs are rarefaction of bone. Subsequently there is fuzziness of the joint margins 
end narrowing of the joint spaces. The white cell count, erythrocyte sedimentation rate and 
C-reactive protein levels are usually high. 

Differential diagnosis 

Pyogenic arthritis of the hip is uncommon. A hot. painful, swollen joint usually 
accompanies this condition. Early X-rays are usua ly normal. 

The distal femur or upper tibia is the common site for osteomyelitis. X-ray changes are 
not apparent fora few cays but :hen show haziness and loss of density of the affected 
bone followed by subperiosteal reaction and. later, sequestrum and invclucrum. 

Reactive arthritis usually effects young adults and follows 4-6 weeks after 
genitourinary (chlamydial) or gastrointestinal (Shigella Yersinia) infection. X-rays may 
show puffy periostitis at ligamentous insertions in the initial stages. 

Still's disease (juvenile rheumatoid arthr tis) occurs chiefly in prepubertal girls with 
mono- or polyarticular synovitis with erosion of cartilage, often preceded by fevers, 
iridocyclitis, pneumonitis, lymphecenopethy and splenomegaly Early X-rays are usually 
normal in Still s disease 


A 40-year-old men presents with cough a no haemoptysis. On examination he is found to 
have e nasal mucosal ulceration. The doctor suspects that this patient may be suffering from 
Wegener's granulomatosis. 

Which tissues are most commonly involved in this condition? 

A Kidneys 

B Muscles 

C Respiratory tract 

D Gastrointestinal tract 

E Skin 


A Kidneys 


3 Muscles 


C I Respiratory tract 


D Gastrointestinal tract 

E Skin 


Explanation 

Wegener’s granulomatosis 

Wegener's granulomatosis characteristically affects the upper respiratory tract and lungs 
90% cf cases. The disease usually starts with rhincrrhoea. with subsequent nasal mucosal 
ulceration, followed by cough, haemoptysis and pleur tic pain The kidneys are affected in 
80% of cases, musculoskeletal system in 60% and the gastrointestinal tract in 50%. Skin 
lesions are less common (40%). 




Which one of the following pathological features is pathognomonic of the disease listed with 
below? 

A Reed -Stern berg ceils in Hodgkin's disease 

B Cortical Lewy bodies (aipha-synuclein inclusions) in Lewy body dementia 

C Charcot- Leyden crystals in sputum from patient with asthma 

D Alcoholic hyaline (Mallory body) from liver biopsy specimen in alcoholic liver 
disease 

E Non-cas eating granuloma in sarcoidosis 


A Reed -Stern berg cells in Hodgkin's disease 


B I Cortical Lewy bodies {alpha-synuclein inclusions) in Lewy body dementia 


C Charcot- Leyden crystals in sputum from patient with asthma 

D Alcoholic hye me (Mallory body) from liver biopsy specimen in alcoholic liver 
disease 

E Non-ca seating granuloma in sarcoidosis 




Explanation 

Pathognomonic features of diseases 

A pathognomonic feature is a symptom or sign that is unique to a particular disease. The 
presence of such a sign or symptom allows positive diagnosis of the disease. 

Although the histological diagnosis of Hodgkin's disease requires the presence of 
Reed -Stern berg cellSj these cells are not pathognomonic of the disease and have been 
described in infectious mononucleosis and in other viral infections and malignancies. 
The presence of alpha-synuclein inclusion bodies within cortical neurones is 
considered pathognomonic of Lewy Body Dementia; the same inclusion bodies are 
present in brainstem structures in Parkinson's disease, 

Charcot-Leyden crystals (CLCs) have been found in many conditions associated with 
eosinophilia, Crystals of CLC protein in body fluids and secretions have long been 
considered a hallmark of eosinophil -associated allergic inflammatory diseases such as 
asthma, allergic rhinitis and also atopic dermatitis, 

Alcoholic hyaline (Mallory body) is not specific for alcoholic liver disease because it 
has been detected in the livers of patients with Wilson's disease, primary biliary 
cirrhosis, hepatic carcinoma and following jejuno-ileal bypass. 

The presence of non-caseating granuloma should not be construed as diagnostic of 
sarcoidosis until a thorough investigation of other causes of granulomatous 
inflammations has been conducted, 


A 55-year-old woman known to suffer from severe disabling rheumatoid arthritis has a 12- 
month history of dyspnoea. She has also had a cry cough for that time. She has never 
smoked and has never been employed. Examination shows a woman of average build with 
severe hand deformities and nodules at the elbow Cardiovascular examination is normal. 
Respiratory examination reveals a d muse expiratory wheeze. Routine blood tests, a chest X- 
ray and an electrocardiogram (ECG) are all normal. 

What is the most likely reason for her symptoms? 

A Bronchiolitis obliterans 

6 Chronic obstructive pulmonary disease 

C Bronchiectasis 

D Asthma 


E Pleural effusion 


A 


Bronchiolitis obliterans 




B Chronic obstructive pulmonary disease 

C Bronchiectasis 

D Asthma 

E Pleural effusion 


Explanation 





Explanation 

The lung in rheumatoid arthritis 

Rheumatoid arthritis (RA) car affect the ungs in many ways. It is associated with: 

Bronchiectasis 
Pleura! effusions 
Lung nodules 
Interstitial fibrosis 
Bronchiolitis obliterans 
Caplan syndrome 


Bronchiolitis obliterans 

Bronchiolitis obi terans presorts with a non-productive cough and dyspnoea. Physical 
examination might reveal a diffuse wheeze. The chest X-ray can be normal or can show a 
miliary or diffuse nodular pattern. Histology will show intraluminal polyps of organising 
connective tissue, it is treated with corticosteroids, but the prognosis is poor. 

Other causes of bronchiolitis obliterans are: toxic fume inhalation, bone marrow 
transplantation, post-lung or post-heart transplantation infections (viral and Mycoplasma 
and Legionella spp.), penicillamine, systemic lupus erythematosus (SLE) and polymyositis. 


A 24-year-old man suddenly develops severe back pain while lifting some luggage. He is 
unable to straighten up and subsequently develops numbness and weakness in his left leg 
followed by retention of urine. He is admitted to the Emergency Department where he is 
unable to move off the bed cue to pain. Urinary retention is confirmed, as is motor and 
sensory loss affecting his left lower limb, and evidence of perianal sensory loss. 

Given the likely clinical diagnosis, which plan of management is likely to be required? 


A Lumbar traction 

B MSA IDs 

C Extension exercises 

D Bedrest 


E 


Laminectomy and fusion 


A 


Lumbar traction 


B NSAIDs 

C Extension exercises 

D Bedrest 


E I Laminectomy and fusion 


Explanation 

Cauda equina syndrome 

Tb s patient has features of cauda equina syndrome, presumably due to acute lumbar disc 
prolapse. This is ar acute neurosurgical emergency. Alternating or b. lateral sciatica with 
accompanying sensory symptoms and weakness in the lower limbs and feet and urinary 
retention suggest the diagnosis. Unless urgent neurosurgical assessment and treatment is 
initiated, chronic neurological damage may resu t. 




A 32-yea r-c Id woman presents with left inguinal and groin pain of 1 week's duration that is 
worse with weight bearing and ambulation. Physical examination reveals a full range of 
motion of the left hip. She walks with a limp She has previously been tree tec with aggressive 
chemotherapy for Hodgkin's disease. An anteroposterior film of the pelvis demonstrates no 
osseous abnormality 

Which one of the following tests would be most useful in making the diagnosis? 


A Serum rheumatoid factor 

B Erythrocyte sedimentation rate 
C Magnetic resonance imaging of the left hip 
D Arthrogram of the left hip 


E Blood alcohol eve 


c 


Magnetic resonance imaging of the left hip 


D Arthrogram of the left hip 

E Blood alcohol ieve 1 

Explanation 

Osteonecrosis 

Osteonecrosis (avascular necrosis) is one of the most common causes of hip pain arc 
incapacity in patients with a variety of diseases who have been treated with corticosteroids. 

Diagnosis 

A major problem in diagnosing osteonecrosis relates to the leg between the onset of 
symptoms (pain and limp) and the appearance of defined radiographic changes. Magnetic 
resonance imaging has been shown to be extremely valuable n eve uating high-risk patients 
who are symptomatic but radiographically normal. 

Risk factors 

Apart from corticosteroid use, other risk factors for avascular necrosis include prolonged 
heparin treatment, exposure to high barometric pressures (diving), excessive alcohol intake 
and sickle cell disease. 




A 54-year-old Italian woman presents with purpura, pain in both knee joints and Raynaud's 
phenomenon Urinalysis shows proteinuria and haematuria. A biopsy of the right kidney 
shows large, amorphous, periodic ac c-Schiff- (PAS-) positive, Congo red-negative deposits 
within glomerular capillary lumens. Electron microscopy shows an amorphous or fibrillar 
appearance. 

Given the likely diagnosis, which organ or tissue is most commonly involved in this 
condition? 


A Skin 

3 Musculoskeletal system 

C Kidneys 

D Nervous system 


E 


Gastrointestinal tract 


Skin 


A 


3 Musculoskeletal system 


C Kidneys 


D Nervous system 


E Gastrointestinal tract 





Explanation 
Cryoglobulinaemia 

“h : s patient most probably has cryoglobulinaemia. Cryoglobulins are immunoglobulins 
precipitate reversibly in the cold. 

Clinical features 

There is skin involvement in over 90%. with purpura, leg ulcers and Raynaud J s 
phenomenon. 

Arthralgia is seen in 70%. 

Glomerular disease is common in types 2 and 3 (mixed types) and occurs in around 
50-55% of cases 

Neurological involvement (polyneuropathy) is seen in 40% of patients. 

The gastrointestinal tract is affected in 30%. 


An obese 50-yea r-c Id man presents in the middle of the night to the Emergency Department 
with swelling of his first metatarsophalangeal joint and : eft knee. On examination the joints 
are swollen, red, hot and tender. 

Given the likely diagnosis, what is the most appropriate treatment? 

A Steroids 

B Indometacin 

C Erythromycin 
D AmpidUin 

E Methotrexate 


A Steroids 


B I Indometacin 


C Erythromycin 
D AmpicfUin 

E Methotrexate 

Explanation 
Treatment of gout 

This patient clearly has scut, a condition well associated with obesity and recognised as a 
feature of the metabolic syndrome. Rapid symptom relief from gout may be obtained with a 
quick-acting non-steroida anti-inf ammatory drug (NSAID), given in full dosage Although 
indometacin has a long tradition in this context, it should be carefully chosen for use in the 
elderly because of its frequent rena gut and nervous system sioe-effects. Long term therapy 
would be with a. opurinol. 





A 44-year-old man complaining of bone arid joint pairs is found to have osteopenia. His 
doctor feels that his present condition may be due to the lack cf attainment of peak bone 
mass at around 30 years of age. 

What is the most important influence on peak bone mass attainment in an individual? 


A Vitamin D deficiency 

B Sex hormone status 


C Physical activity 

D Calcium deficiency 


E Genetic factors 


A 


Vitamin D deficiency 


B Sex hormone status 


C Physical activity 


D Calcium deficiency 


E I Genetic factors 


Explanation 
Peak bone mass 

Genetic factors are the single most significant influencing factor for peak bone mass. Studies 
including the Hertfordshire Cohort Study suggest that birth weight is closely correlated to 
risk of osteoporosis, and body morphology including fat mass have a strong genetic 
component. After a peak at around 3G years of age there is a gradual decline In bone mass in 
men. In contrast, accelerated loss occurs In the 10 years following the menopause in women. 




A 22 -year-old homosexual men gives a history of high-grade feve : ' associated with pustules 
on his hands end severe joint pain 4 weeks ago. His left knee is now swollen arc red. 
Cultures from blood and joint aspirate are negative. Urethral discharge shows the presence 
of gonococci. He has a history of penicillin sensitivity. 

Which drug would be most suitable in this condition? 

A Oral penicillin 

B Amoxicillin 

C Prednisolone 

D Azithromycin 


E Ciprofloxacin 


A Oral penicillin 

B Amoxicillin 

C Prednisolone 


D I Azithromycin 


E Ciprofloxacin 

Explanation 

Treatment of gonococcal arthritis 

T his patient has gonococcal arthritis. First lire therapy would usually be IV Ceftriaxone, giver 
it is not listed here. Azithromycir is the first choice from the options we are given. Whilst 
gonococcus was historica ly sensitive to quinolones, there is now significant resistance. 





A 26-yesr-old men presents to the Emergency Department with pain affecting his left knee, 
right ankle a no both heels He has also suffered from conjunctivitis over the past few days 
and some burning and stinging whilst passing urine. He returned from a holiday with friends 
In Spain a few days earlier, during which he admits to having unprotected sex with a number 
of female partners His BP is 105/80 mmHg, pulse is 85/m in and regular, his temperature is 
3S.G°C. You note a psoriasis- 1 ike rash affecting both feet. There is evidence of active 
synovitis affecting the knee, ankle and heels. Investigations reveal a raised ESR and a in Id 
eukocytosis, and urethral swab is positive for chlamyd a. 

Which of the following is the most appropriate intervention for his joint pains? 


A Doxycycline 

B Naproxen 

C Penicillin V 

D Prednisolone 


E 


Sulphasalazine 


A Doxycycline 


B I Naproxen 


C Penicillin V 

D Prednisolone 

E Sulphasalazihe 

Explanation 

The answer is Naproxen - 

Whilst this man requires antibiotic therapy for his chlamydial infection, intervention with 
antibiotics has not been shown to shorten the course of the reactive arthritis, NSAIDs should 
be used in the first instance to manage arthritis, with prednisolone the next option in 
patients who fail to respond to IMS A IDs alone. Sulphasalazine is the most commonly used 
second line therapy in patients with reactive arthritis; Methotrexate and Ciclosporin are 
alternative potential options. Where the episode of reactive arthritis becomes prolonged, 
and features of lumbosacral spine involvement develop, anti-TNF agents may be of value. 




A 43-yea r-old woman presents with dry mouth, dry eyes and bilateral parotid swelling. She 
a: so complains of itchy skin over the arms, legs and upper body and a dry cough She has a 
history of mild hypertension for which she takes Am lad i pine, but nil else of note. 

E x e m n at o n rev eals a 3? of 1 35 / 7 0 m mo/I, pulse is 7 O/m in and re g u I a r. Yo u co n f i r m t h e 
bilateral parotid swelling. 

Investigations; 


Hb 

13.2 g/dl 

WCC 

9.4 xIO 9 /! 

PLT 

231 xIO 9 /! 

Na + 

137 mmol/l 

K + 

4.3 m mo 1/3 

Creatinine 

110 micromol/l 

ESR 

61 mm /1 st hour 


Which of the following autoantibody tests, if positive, would be most suggestive of Sjogren's 
syndrome? 



Which of the following autoantibody tests, if positive, would be most suggestive of Sjogren's 
syndrome? 

A Anti-SSB 

B Anti-nuclear antibody 

C Anti -smooth muscle antibody 

D p-ANCA 

E c-ANCA 


Explanation 

The answer is Anti-SSB - 

Anti-SSB and anti-SSA antibodies are each found in approximately 50% of individuals with 
Sjogren’s syndrome. Whilst other antibodies such as ANA may be positive, they do not form 
part of the diagnostic criteria for Sjogren's. 

According to the American -European classification system, diagnosis of primary Sjogren 
syndrome requires 4 of 6 of the below criteria; in addition, either criterion number 5 or 
criterion number 6 must be included. Sjogren syndrome can be diagnosed in patients who 
have no sicca symptoms if 3 of 4 objective criteria are fulfilled. The criteria are as follows: 

1. Ocular symptoms - Dry eyes for more than 3 months, foreign-body sensation, use of tear 
substitutes more than 3 times daily 

2. Oral symptoms - Feeling of dry mouth, recurrently swollen salivary glands, frequent use of 
liquids to aid swallowing 

3. Ocular signs - Schirmer test performed without anesthesia {< 5 mm in 5 min), positive 
vital dye staining results 

4. Oral signs - Abnormal salivary scintigraphy findings, abnormal parotid sialography 
findings, abnormal sialometry findings {unstimulated salivary flow < 1,5 rnt in 15 min) 

5. Positive minor salivary gland biopsy findings 

6. Positive anti-SSA or anti-SSB antibody results 


A 38-year-old man complains of increasing exertions dyspnoea. On examination, he has 
severe thoracic kyphosis Fine inspiratory crepitations at the apices are heard on auscultation 
of the chest. X-ray of the spine shows ossification of the anterior longitudinal ligament and 
facet joint fusion. There is also significant calcification and arthritic changes around both SI 
joints. 

What is the condition? 


A Ankylosing spondylitis 

B R e it e r ■ 's s y n d ro m e 
C Fibrosing alveolitis 

D Scheuermann's disease 

E Rheumatic pulmonary nodules 


Explanation 

Ankylosing spondylitis 

The clinical picture and X-ray findings are characteristic of ankylosing spondylitis. 
Associated apical fibrosis of the lungs may occur in only 1% of case s, but respiratory 
problems due to severe kyphosis are common. 


A 33 -yea r-plld woman comes to the Rheum a to ogy Clinic complaining of weight loss and 
night sweats, with joint pa ns affecting her fingers, toes wrists and knees over the oast 4 
months. She has no significant past medical history apart f'OT t Id psoriasis affecting her 
scalp and long standing diopathic epilepsy Her only regu a r medications are the 
progesterone only oil and Lamotrig re. On examination her temperature is 37.6°C EP is 
149/88 mmHg; pulse is 82/m in and regj ar. There are signs of sma joint polyarthritis arc ar 
erythematous rash affecting her face. 

Investigations; 


Ho 

10. 4 g/dl 

wcc 

1C. 8 x10 5 /i 

PLT 

161 x10 9 /l 

ESR 

82 mm/1 st hour 

Na* 

137 mmol/t 

k 4 

4.9 m mo I/I 

Creatinine 

132 nr cromol/l 

Urine 

blood ++, protein ++ 

Anti-nuclear art body 

positive 

Rheumatoid factor 

positive 

Ant -CCP 

negative 

Anti-dsDNA 

positive 


Which of the following is the most likely diagnosis? 


A Drug- nducea ^ous (D^E.) 

Mixed connective tissue oisease 

C Psoriatic arthritis 

D R h eu m a to d a rt h ' itis 

E SLE 


Explanation 

The answer is SLE - 

The clinical picture fits best with SLE, and the antibody picture supports this as the 
underlying diagnosis versus drug-induced lupus, which is more likely to be associated with 
anti-ssONA antibodies. With regards to anti-epileptic drugs, DLE is more commonly seen in 
conjunction with Carbamazepine or Sodium valproate rather than Lamotngine. Positive 
rheumatoid factor is a common finding in patients with SLE. The presence of baematuria 
and proteinuria and negative anti-CCP antibodies further support a diagnosis of SLE versus 
rheumatoid 


A 57-yea r-pld woman presents w th shortness of oreatn. Sne nas trouble with Raynaud's 
phenomenon for which she wears gloves all tie time ard cakes amlodip ne. She a so nas a 
history of ref-ux oesophagitis, for which she takes regu ar omeprazole. On examination she 
looks thin and t 'ed. ner body mass index (E.MI) is IS kg/m 2 ard her b ood pressure s 
162/89 mmhg. “here is caic ni osis on examination of the fingers. Sne has an elevated 
respiratory race at rest. On auscultation you can hear crackles at both lung oases. 
Investigations show Haemoglobin 11.1 g/c , wh te ce l count 7.9 x 1C 3 /I. platelets 187 * 10 3 
sodium 139 mnol/L potassium 4.9 mmo /[, crea: r ne 148 pm old. 

Which one cf the following investigations is likely co contribute most to the diagnosis of her 
underlying respiratory problem? 


A High resolution CT 

E CT pu nonary angiogram 

C CXR 

D Transfer '‘acto r 

E Pu I m o r a ry c u n ct i on t ests 


High resolution CT 


B CT pu mo nary angiogram 

C CXR 

D Transfer factor 

E Pulmonary function tests 

Explanation 

Systemic sclerosis 

“he suspicion is that mis pat ent has system c sclerosis with symptoms of Raynaud's, 
oesopnagea dysmoti ity and calcinosis on exam nation of the fingers, -er shortness of 
breath is therefore suggest ve of the possibility of pulmonary horosis The most accurate 
way to eva uatethis is uf: mate y with hign resolution computed tomography, and this woulo 
be me investigation of choice 




You are asited to see a 50-year-old man in the surgical ward at 6 ann who underwent an 
unco rr.- pi ca:ed cholecystectomy for gallstones the day before. He has developed 
excruc ating oam In his r ght ankle jo nt He nas a history of angina and hypertens on for 
which he takes bendroflumethiazide Ooendrofluazide) and aspirin Exam nation of his 
cardiovascular and respiratory system s unremarkable, as is his abdomen His right ankle s 
reo. warm swo len and tender Routine blood tests show mi dly impaired renal function. 

What is the most likely diagnosis? 


A Cellulitis 

E Deep vein thrombosis 

C Septic arthritis 

D Gout 


E Rheumatoid arthritis 


Explanation 

Gout 

Gout s an a- b norm s ty of uric acid metabol sm that res jits ir me deposition of soa jti urate 
crystals in joints, so f t tissue anc ur ran> tract It s due to hype r u r caemia r esultirg from me 
overproduce on or jnoer-excretion of uric acio 

it mainly affects mer and an acute attacx usually begins sudder y in the early horn's of the 
morning Attacks may be orec pitateo by: 

Surgical operations 
Starvation 

Dietary or a I con o ic excess 
Drugs (eg ciu reties) 

it usually attacks me oig toe, but the an* e, knee or omer toe jo nts can be affected in 25% of 
the patients, “he jo nt s typical y red, warm and tender. Aspirating the affected joint and 
ex an- n ng the synovia flu d under oo I a used light microscopy will show long neec e- shaped, 
negative y o i ref rm gent crysta 3 . which are diagnostic A icma serum uric ac d does not 
exclude the Diagnosis of gout Acute attacks should be treated w th an anti- inflammatory 
drug. 


A 72-yes "-old woman comes to see you because she fines tak r g her bspnosphonate tablets 
an inconvenience She is concerned that he" tablets, which seen' -ether la^gs, should oe 
taken whole, and swallowed with p enty of wate r whi a s tting or stand ng at leas: SO minutes 
before breakfast tor any other ora med cine) TVs is rather inconvenient as she has d abates 
“he patiert shou d then sit or stand upright for 30 m notes after taking the tablet 

How would you explain the reason for this to her? 


A “o shorten the : me over which the medicine s absorbed 

B To reduce Gl side-effects 

To ore vent interaction with other medications 
D Because of reduced gastric emptying 
E To f e d u ce the no i de n c e of o sie o ns ores i s of the j a w 


A To shorten the : me over which the medicine s absorbed 


B I To reduce Gl side-effects 


C To prevent interaction with other medications 
D Because of reduced gastric emptying 
E To "educe tne incidence of osteonecrosis of the jaw 

Explanation 

Bisphosphonatos 

Ail oisp hasp no nates a^e known to be associated with dysphagia, oe sop hag tis and e ther 
oesophageal or gastric j cers For this reason patients are encouraged to stand jo and drink 
p enty of water to allow the b Sphosphonate to pass nto the stomach Additionally, milk may 
reduce bioavai ab lity bisphosphonates. so : is recommended teat the medication be 
ta -:er with water only. The speed of absorption of bisphosphonate does cf course have no 
influence or tne 'is* of osteonecrosis of the jaw. 





A 25-year-o d nan comp ans of jo nt pa n of 3 weeks' duration Tia nly affecting the joints of 
his lower l mbs. He also mentions that he has hac ow backache r or the last 2 weeks When 
he was on holiday n Spain 6 weeks ago, he r ad a mild gastrointestina upset that settled 
spontaneously. He a so mentioned teat h s eyes hac been irritated out that this hac now 
settled, a no that he underwent an aopendicectomy 3 years ago On exam nation he is 
pyrexia 'with a temperature of 375 ,: 'C Rout ne t do a tests show a raiseo erythrocyte 
sedimentation 'ate <ESR) and a normal white cel count 

Which one of the following is true? 


A He needs high-dose cor: costs 'o cfs 
E Rheumatoid factor is likely to be negative 

C Aspirated synovial fluic from an indamed joint will clinch the diagnosis 
D X-rays o* the affected jo nts are essent a n making me diagnosis 
E A rash is common y seen in sue"' patients 


A He needs high-dose corticostero ds 


B I Rheumatoid factor is likely to be negative 


C Asp 'rated synovial x iuic from a"> in x larrred joint w'll clinch the diagnosis 
D X-rays of the affected joints are essential in making the diagnosis 

E A rash is commonly seen in such patients 

Explanation 
Reactive arthritis 

“he history joint pains following a gastrointest nal upset ard irritation of the eyes 
(suggestive of conjunctivitis) suggests a diagnosis □*' reactive arthritis “h s usua ly foi ows 
s ther a gastroirtestinal in fee: on or non-specific urethritis. It s characterised by 
seronegative arthrits, conjunct vit s a no up to 10% of patients may develop ke rate-derm a 
Is ennorrhagica (intense scaling of the skin on the sc e o x the feet). The Diagnosis s cl nica 
“reetment is- with anti-inflammatory drugs a^d there is a hign inc tierce of recurrence 




A 72-yea ■-□ia woman is acT tted for elective knee replacement She has a oast history of 
hypertens on which s control eo w th In dap am de : out nil eae of note, her B Ml is 25 and th 
procedure itse f goes well with no comp ications. 

Which of the following is the correct advice with respect to DVT prophylaxis? 


A Low molecular weight hepa-' n started IA hours after surgery 
E TE D ant i- e rr b o I ism stoc < ng s on y 
C Aspirin 75 mg peri-surgery 
D Dab- gat ran started 2 hours after surgery 


E Fondapa r nux started 24 hours after surgery 


Explanation 

The answer s Dab gatran started 2 hours after surgery 

Low me ecular weight nepa- n oral factor X inhioitors such as Dabigatran and s/c factor X 
inhibitors sjen as Fondapannjx are al recommended as potential opt ons for DVT 
proohylaxis in elective knee replacement surgery Low molecular weight heparin or 
Fondapar nux should be starteo 6-12 hours after surgery. In tie case of oral factor X 
inhib tors, the recommendation s to start Da bi gatran 1-4 hours after surgery, sligntly later for 
Rivaroxaban. 

<a h re "-"https:/, www.nice.org j'x/gj dance/ta157/chapter/2-Tfte-techoo ogy" 

" >h tips ww w . n i ce. o rg u k • g soar ce/t a 1 57/c hapte r/2-T h e - tec hrology 


A 50-yea r -o Id woman with a 20 -year History of meumatoid arthritis in both hands suddenly 
develops finger drop of the r n g f nger of he r right hand 

Which deformity is most likely to have caused this complication? 

A Fixed hype rex tension (swan -neck deformity) of the proximal inter phalangeal jo nt 
B U nar deviation at the met a car pop ha I an gee joints 
C Boutonniere deformity 

D Swelling and dorsal sub uxation of the ulnar stylo d 
E Squared hand and fixed adduct on of the thumb 


A Fixed hyperextension (swan-neck deformity) of the proximal interphalangeal jo nt 


B U nar deviation at the metacarpoohalangea joints 
C Boutonniere deform ty 


D I S we lling ana do rsal su bluxat i on o f t he u l nar sty I oid 


E Squa r ed hand and fixed adduction of the t h umb 

Explanation 

Hand deformities in rheumatoid arthritis 

Swelling ano dorsal sub uxation of the uinar stylo d leads to wrist pain and may cause 
rupture of the finger extensor tendons. This causes finger drop of the little and ring fingers 
predominant y, which needs urgent surgical repair Swan-neck and Boutonniere deformities 
and ulna 1 ' dev atior at the metacar oopne angeat joints occur n ^heumatoio arthrii s, but do 
not cause finger drop. 

“he squared nand -s seen in severe nodal osteoarth^tis and is caused by bony swell ng of the 
cb 1 ' pom eta car pa joint ard f xed edducion of the thumb 





A 65-yea. "-old nr an has a history cr iong-stand'ng neck pain rac atinc to his arm, with 
increased neck gain, limitation o r reck movement and insoil ty to I "t n s right arm above the 
shoulder. An X-ray shows narrow ng of the disc space between the C5 and C6 vertebrae. 

What is the most likely diagnosis? 


A Cervical spondylosis 


B Prolapsed cervical disc 


C Cervical spondylolisthesis 


Spasmodic torticollis 


E Cervical rib 


Explanation 
Prolapsed cervical disc 

A prolapsed cervical disc most commonly affects tee C5/C6 and C6/C7 vertebrae. Centra 
protrusions can ead to symptoms cr sp nal core compression. Postsrclatsra orotrus ons can 
cause a st z f neck pa n radiating to the a r m weakness of the muscles affected by the nerve 
root and depressed reflexes 

Differential diagnosis 

Cervical spondylosis occurs as a resu t of osteoarthritis. Disc spaces can be narrowed 
and osteophytes s-een in the central end posterior n-tervertebral joints. Muscle 
weakness is uncommon 

Cervical spondylolisthesis s the spontaneous displacement of one vertebra upon 
another and can usua ly be seen on X-ray 

A cervical rib can ore sent with similar symptoms out the X-ray would be diagnostic. 
Sudden onset of a stiff painfu neck with torticollis can occur n adults due to spasm of 
the trapezius and sternocleidomastoid muscles. X-ray of the cervical spine is usually 
norma n this con cl tion. 


A 31-year-o d man with nepnrot c syndrome complains of a 2-mcn;h history of oain n his 
right h p jo nt The m-avements of :ie h 13 are free but painful An X-ray p-'ov des ev derce of 
a completely destroyed femora heat: 

What is the most probable diagnosis? 


A “ubencu os s of the hip 
B Avascular necrosis o c the femoral oead 

C Patrolog ca fracture of the femoral neck 
D Septic arthritis 


E Gouty arthritis 


Explanation 

Avascular necrosis of the femoral head 

“his patient is most probably or ong-term steroid treatment, bigh doses of steroids can 
predispose to avascular necrosis of the femoral head Initially, movements are restricted, 
particularly abduction and nternal rotation. Subsequently the movements become free when 
the femora neac s completely destroyed. A pat ho logos fracture wou d be evident on X-ray. 

“udercj os's of the hip would be ur ike y in the absence of other symptoms of pain, jo nt 
swel : ng arc fever Septic arthritis would be much more acute in presentation, and 
movements would be limited, f no: fmposs tie, due to oah in the in tie stages and ankylosis 
later on. Gout usually affects the sma jo nts of the fee: o r sands, “here s no associat on 
with nephronc syndrome or its management 


A 70-year-o d woman presents with pain over he 1, eft h p. whicn occurred sudden y with no 
history of trauma. Pest h story of note ncludes severe chronic obstructive pulmonary disease 
(COPDX for which she is manageo with, mult p e medications, ncluding combination stero d 
and long-acting G-agonist inhaler and chronically prescribed oral corticosiesro ds 

Or examination she looks Cushingoid in appearance, there is pain over the h'p and clicking 
on movement. Flex bn abduction a no nternal rotation are mi ted a no she walks w th a 
marked limp. You suspect that she may have avascular necrosis of the hip 

Which one cf the following is the most sensitive examination to support early diagnosis? 


A MRI 

B Ultrasound 


C X-ray 


D C i scan 


E Bene scan 


MR! 


B Ultrasound 

C X-ray 

D CT scan 

E Bone scan 

Explanation 

Diagnosis of avascular necrosis of the hip 

This patient is cusnirgoic and has sue den onset pain over her left h p Without a 
history of trauma this ra ses the possioil ty of avascu'a- necrosis (AVN) of the f- p. 

Bone scanning in AVN 

During the early stages of avascular necrosis of the hip, a Done scan is oar: culsrly 
sensitive a: detecting tne abnormality. 

Wh 1st changes can be seen early on radionuclide scanr ng, it is MRI net s seen as the 
investigation of choice, with a sens tivity that exceeds 90% 




A 12-year-old girl comp ains of pair, n her hip and imee .oinrs, as well as fever, blooey 
d arrhoea and sodom cal pain, A barium enema shows rose-thorn ulcers. 

What is the most characteristic feature seen on colonoscopy in this condition? 

A Red -raw mucosa 

E Pseudopolyps 

C Discrete ulcers 

D Colonk dilatation 


b Diverticula 


A Red -raw mucosa 


B Pseudopolyps 


C I Discrete ulcers 


D Colon ie dilatatron 

E Diverticula 

Explanation 

Enteropathic arthritis 

Botn Croon's disease and u cerative co ids rra; v be associated with enteropathic arthritis 
Bars urn studies in Crohn's disease may show strictures, rose -thorn ulcers end cobblestone 
mucosal surfaces Colonoscopy may show discrete ulcers. Red -raw mucosa pseudopolyps 
and evidence of colon s di station are features c - ' j ceret ve cc- ids. Diverticular disease does 
not present with artlmalg a. 





A 67-year-old man known to be hypotnyro d says he woke up in the me "ling >v th a pa'nful, 
warn, reo -and swollen r»gm knee. An X-ray of his -<ro& shows calcification of die men scus 
only 

What is the most likely diagnosis? 


A Acute gout 
B Osteoarthritis 

C Rheumatoid arthritis 

D Pyrophosphate arthropathy 


E Septic arthritis 


Explanation 

Pyrophosphate arthropathy 

Pyrophosphate arthropathy is characterised by the deposition of calcium pyrophosphate 
dihydrate (CPPD) crystals in fibrous and articular cartilage. Shedding of crystals into the 
joint spaces provokes an attack of pseudogout. 

This may present clinically as a sudden onset of pain, inflammation and swelling of the knee. 
Radiography may show calcification of the articular cartilage or menisci Examination of the 
synovial fluid under polarising light microscopy allows the identification of CPPD crystals. 
Hypothyroidism, hyperparathyroidism., hypomagnesaemia, h ae m go h tomato sis and 
hypophosphatasia are some of the metabolic disorders that predispose to pyrophosphate 
arthropathy 


A 66- year- o d nan presents complaining of acute dss of vis or n nis rjgrt eye with a history 
c r right-sided neadache for the past 4 months He also has pa n . in his .aw wn le eating 
Fundcscopy reveals a swollen optic disc w : th f ane-shaped haemorrhages Eye movements 
are painless Investigations reveal a raised erythrocyte sedimentation rate {ESP} A temporal 
artery biopsy is reported as normal 

What is the most likely cause of his condition? 


A D i a o etc ret no p ath y 

B Giant-cel arteritis 
Po yarterit s nodosa 
D Sjogren syndrome 


E Central ret ve n occlus on 


Explanation 

Giant-cell arteritis 

Giant-cel arteritis : s a a rge- vessel vasculitis ore dominantly affecting branches of the 
temporal and ophthalm c arteries, “he mean age of onset is 70 years, with a ; ema e :o ma e 
ratio of 4:1. 

“he most mportant clinical features are lead ache local sed to the temporal or occipita 
reg on with scalp tenderness, jaw pain due to schaemia of the masseters and visual 
d sturbarce due to vascul tis of the posterior c iary a*tery 3 which supplies the opt c nerve. 
Th>s causes acute anterior ischaemic cotic neuropathy. Damage to the optic nerve results in 
loss of visual acuity a no field ■ educed colour perception anc oupi ary defects 
investigations: the erythrocyte sedimentation rate (ESP) is usual y e evated above 50 mm in 
1st hour; skip esions a-e common, and a negative b opsy does not exclude the cia gnosis 

Differential diagnosis 

Diabetic retinopathy is the most common cause of blindness in adults between 30 and 
65 years of age in developed countries. Features nclude microaneurysms, retinal 
haemorrhages, exudates, cotton -wool soots venous changes ano neovascularisation. 

Classic polyarteritis nodosa (PAN) s a necrotis rg vasculi: s. All age groups can ds affected 
Hepat tis B s a risk factor Tie characteristic presentat on is with myalg a, arthralgia, fever 
and weight loss. Ocular involvement s rare. 

Sjogren syndrome s an autoimmune disorder of unknown aet ology characterised by 
lymphocytic infi tration cf sa ivary aic act mal glands. 

Central retinal vein occlusion can occur n chronic simp e g aucoma, arter.osc arcs is, 
hypertens on and po ycythaem a. The hunt; us is I ke a 'stormy sunset' (red haem orr hag c 
areas with engorged vs ns). 


You review a 48-v ear-old woman who presents complaining of jo nt pa ns and who has 
sufferea 'ecurrent infect ons over :ne oast few months. She has a positive rheumatoid factor 
on blood testing and a iow white ce • count 

Given the likely diagnosis, which one of the following features is most likely to be found in 
her case? 

A Sp enic atrophy 
B Splenomegaly 

C Distal inter phalangeal joint involvement 

D Flexural surface rheumatoid nodules 


E HLA-DR 2 tissue type 


A Sp epic atrophy 


B I Splenomegaly 


C D i sta I i me ■' p h a i a r g s a ! j c nt n vo ! v e m e nt 

D Flexural surface rheumatoid nodules 

E HLA-DR2 ti ssu e ty pe 

Explanation 

Feltv syndrome 

Felty syndrome is associated with rheumatoid arthritis and consists of splenomegaly and 
neutropenia in a patient with rheumatoid arthritis. Leg ulcers or sepsis are associated 
complications. There is an association with HLA-DR4. 

The hands are commonly involved in rheumatoid arthritis, but it is more usual for the 
proximal interphalangeal joints to be involved. Rheumatoid nodules are found in a high 
percentage of patients and occur most commonly on the extensor surfaces of joints such as 
the elbows. 




A 42-year-old woman presents with low-grade fever, fatigue and weight loss. In ado it ion she 
has suffered from increasing headaches and joint pa ns over the oast few months. She has no 
significant oast medical history of note. On examination she is m Id y hypertensive at 148/90 
mnHg and has a bocy mass index (BMI) of 21 kg/m 2 She nas a malar rase affect rg her face 
“here are signs of symmetrical jo nt tenderness affecting he r w sts. knees, 
metaca r oophalangeal and PCP jo nts on both sides. 

Investigations show haemoglobin 10.9 g/dL white cei count 8.2 x 10 Vl plate ets 82 * 10 s / 1, 
erythrocyte sedimentation rate (ESR) 56 mm in 1st hour, sodium 140 mmol , potass urn 4.9 
mmol/l, creatinine 134 pmol/l. 

What threshold for antinuclear antibody litre is the threshold for considering systemic lupus 
erythematosus (SLE) as the underlying diagnosis? 


A 1:10 

B 1:20 

C 1 40 

D 1 400 

E 1 160 


D 1 400 


E I 1:160 


Explanation 

Antinuclear antibodies 

A low titre of a?:, rue ear antibodies may be present n ndi vidua s who are completely 
well 

Hence, c lutions given nere (o' 1:100 or less) n terms cr di ution woe d not prompt you 
to consider up-us as tie cause 

Uo to 20% of tie popu ation aged over 50 yea-s have a titre between 1 40 a no 1:400 
so me test should only oe requested i* under ying connective tissue disease s 
suspected 

In tie presence cf symptoms a ttre of 1:160 or greater would be considered significant 
and suspicious of a diagnosis of lupus 

In summary the greater the d lution at which a ■'eac: on is Detected, the more chance a 
patient has of hav ng SLE 

Further eluc dat on of the pattern of immunophoresence, such as coking for a 
homogeneous staining pattern may helo to conf rrr a diagnosis of systemic lupus 
erythematosus versus o tier connective tissue ci scrcers 




Yojr review a 52- yea r-o di woman with osteoarthritis 
Which one of the following steins is true of osteoarthritis? 

A Defects in col agen Type I genes in farm iial osteoarthritis (OA) of the hips and knees 

B Defects in col agen Type II genes ir fa mi 3 osteoarthrit s (OA) of tie h ps and 

knees 

C Comm only distal oolyartic j ar joint i n vo I v ement 

D Raised ESR 

E Mild n p oysp as a is not associated with future osteoarthrit s (OA) of me h'p 


A D ejects in col agen Type I genes in far lial osteoarthritis (OA) o^the hips and knees 


B Defects in collagen Type II genes in familial osteoarthritis (OA) of the hips and 
knees 


C Commonly distal polyarticu arjo nt involvement 

D Ra sed ESR 

E Mild hip dyspfas a is net associated with future osteoarthrit s (OA) of the h p 

Explanation 

Osteoarthritis 

Osteoarthritfs (OA) =s a disease cf synovial jo nts characterised by cartilage loss and 
accompanying periarticular bone response. The incidence increases w th age and it s most 
common in the over-60s Familial osteoarthritis may be associated with mutat ons in 
coi agen type li genes Tnere are a few predisposing conditions, ncluding fa-m ng (OA hip), 
cotton workers (OA of the hand) and mild h o dysp as a (OA cr the hip) Management 
involves weight re duct on n overweight or obese people with arge-jc nt arthritis a no 
adequate pa n relief 

Pathological changes in the bone 

it is chougnt that carti age becomes oedematous early in the development of OA and th s is 
followed oy the development cf focal areas of erosion This then leads to death of 
chondrocytes and a fibniiateo and fissured cartilaginous surface Eventually u deration leads 
to exposure a no stress on underlying bone Bony repair is attempted overgrowth occurs and 
osteophytes form 





A 25-year-o d woman presents with a srral joint po y arthropathy nas sig 1 ' f canily affected 
her work as an artist over the last 6 months. He r pain is worst n her fingers, e oows and 
wrists. She has also fe t ncreasing ethargy ano nas lost 2kg in weight over the past 6 weeks. 
Physical examination conf rms evidence o- active synovitis bilaterally. 

Which of the following tests is most useful in confirming a diagnosis cf rheumatoid arthritis? 


A Anti-CCP ant'bocy 
B Anti-nuclear ant body 
Bi ate r a hand x-ray 

D ESR 


B Ferritin 


Explanation 

The answer is Anti-CCP antibody 

Whilst rheumatoid factor is the traditional antibody test for RA r it is only positive in 60-70% 
of individuals with the disease, anti-CCP is a reasonable alternative as it is more specific 
than rheumatoid factor and predictive of progression to erosive joint disease. Anti-nuclear 
antibodies are associated with SLE. ESR and ferritin are non-specific markers of 
inflam maton. X-ray changes occur later in the disease and are not therefore useful with 
respect to early intervention. 


A 50-yea '-ole obese patient □ resents in :he Tide e o - " the nignt to :ne Emergency 
Department w th swelling of nis f rst metatarsopha angeal joint and left knee. On 
exam nation the joints are swollen f ed, hot a no tender. 

What is the most likely diagnosis? 


A Osteoarthritis 


B Gout 


C Rheumatoid arthritis 


Osteomyelitis 


Dermatomyositis 


Explanation 

Gout 

In almost all initial ep socss of gou: a single peripheral joint is i nve vec Tn s is tne f rst 
rmetatarsopha angeal Joint ('podagra') in 50% of first attacks and n 70% c‘ a I attacks. Othe r 
common sites are the knees, ankles, m d-tarsal joints, sms I hand joints, wrists ano elbows, 
“he axial skeleton and large central jo nts are rarely nvolved, and never as the first site 

Clinical features 

Attacks often wake the pat ent n tne ea r y morning w th localised irritation and aching. 
Within a few hours the joint and surrounding tissues are swol en, hot, red shiny ano 
ext remely pa nful Tne oatient cannot bea r even bedclothes to touch the joint, and it s c^ten 
described as tne worst pa n ever experienced; Inflammation is maximal within 24 hou f s and 
is often associated with pyrexia and malaise Examinsi on reveals florid synovitis and 
swel ng, extreme tenderness and overlying erythema. If left entreat ec the attack resolves 
spontaneously eve-' 5-15 days, often w th pruritus and desquamation of overlying skin. 


A Z O-yea ■-ole man -as erythrodernric psoriasis and arthritis rr Jt Ians nvo vi-g several d gits 
in both ha nos. 


What would be the most logical treatment for him, leaving out consideration of current NICE 
guidance? 

A Phototherapy 

B Prednisolone 

C Sulfasalazine 

D Methotrexate 

E Etanercept 


A Phototherapy 


B Prednisolone 


C Sulfasalazine 


D Methotrexate 


E Etanercept 


Explanation 

Treatment of psoriasis with joint disease 

Anti-tumour necrosis factor aloha (TNF-a) agents (eg etanercept) have been found to be 
highly effective in the treatment of severe skin and joint disease cue to psoriasis. Whilst 
currently not licenced as first-line choice n the UK, etanercept erode oly does represent the 
most effective choice nere. 

Oral ccrt coste raids can destaoilise the skin c sease and are oest avoided Phototherapy 
should not be given in peop e with erythrooermic psonas s. Sulfa saiaz ne is usefu in milder 
poy articular forms of the disease. Methotrexate is a good alternative but can cause bone 
marrow suppression and I ver damage. 





A 24-year-oiio mar presents with myalgia arthralgia, fever and abdominal pain On 

exam ration, his pulse s '10/m rute and his blooo pressure is 180/100 mmhg. I— is abdomen is 

tenoer, with guarding, a no bowel sounds are absent 

Wliat is the probable diagnosis? 

A Po y a rte r i t s no d osa 

B Behget's d sease 

C Takayasu's arteritis 

D Wegener's granulomatosis 

E Polymyalgia rheumatica 


Polyarteritis nodosa 


Sender's disease 
“akayasu's arteritis 
D Wegener's granulomatosis 



E Poiymyalgia rheumatica 




Explanation 

Differential diagnosis of polyarteritis nodosa 

Classic polyarteritis nodosa is a necrohsing vascul tis A I age crc-ups can be affected. 
Hepatitis B is a risk *actor Tne characterist c presentation is with myalg a, arthralgia, fever 
and we ght loss. Mesenter c vasculitis can cause bowe ischaemia and infarction 

Behcet’s disease is a vasculios of unknown aet ology that characteristics! y targets venules 
“here s a strong associat on w th H!_A B51 Oral ulcers a r e common Uni ke aphthous ulcers, 
they are usual y deep and multiple and last for 10-30 cays. Gen tal ulcers a r e less common 
(60-80%' Skin lesions inc ude erythema nodosum, pseudofoll culit s, papulopustular esions 
or acne i form nodules. 

Takayasu's arteritis s a chronic nflammatory granulomatous panarterit s o^the major 
arteries - the caxtd, innominate and suoclavian a-teries ano the ascending arch of the 
aorta. The brachial,, radial ano ulnar arteries can also be involved The usual presentation is 
with claudication a no systemic symptoms of fever, arthralgiaand weight loss. 

Wegener’s granulomatosis common l_. presents with upper a rway involvement (typically 
epistaxis, nasa crusting and sinus tis), haemoptysis, mucosal ulceration ano deafness due to 
serous otitis media. 

Polymyalgia rheumatica is a clinical syndrome of muse e pain and stiffness ano an increasec 
erythrocyte sedimentation rate (ESR; It is predominantly a d sease of the elderly 


A 20 -year-aid woman comps a ins of a 2 -week o story of feve-t chest pain, stiffness, swelling in 
[he wrists big fingers and oedema n doth sags. She also has a rasn on her palms and 
comp sins of excessive loss of hair wh le combing 

Given the likely diagnosis, which one of the following investigation results is most likely to 
be found on blood testing? 


A Autoimmune haenno ytic anaemia 

B Positive rheum ato d factor 

Low serum comp ement eve;s 

D Anti double-stranded DNA antibodies 


E Anticardic ip n ant. bodies 


A 


Autoimmune hae-mo ytio anaemia 


B Positive rheum a to d factor 


C I Low serum com pterin ent levels 


D Ant double-stranded DNA antibodies 
E Anti cardie ip n antibodies 

Explanation 
Serology in SLE 

“his patient most p-ooab y has system c lupus erythematosus (SLE), given the clinical 
features. SLE is n n e times more common in women and the age or onset is usually between 
15 and 25 yea's. 

Ow ng to the formation of immune complexes, serum complement levels ars invariably 
reouced cv ng active oisease Hence this s the test nos: I kely to be oos tive n this case. 
Rheum a tod factor is positive in 25% and antics rdio ip in antibodies are ore sent in 35-45% of 
cases. anti-dsDNA occurs n around half the patients, out may be positive in around 80% of 
patients w th severe systemic involvement Autoimmune haemolytic anaemia may 
occasionally occur in this condition 





A 70-year-o d won' an has a 20-year h story of rh eumatoic arthritis. One year ago ner gold 
therapy was d s continued because it was found to be effective in control l ng her arthritis 
She was started and then maintained on d-penic 1 1 amine (375 mg). Two weeks ago she 
noticed increased c fficulty n climbing stairs He* ousoand, who accompanied her, added 
that he had to wash ner hair in tne tast 4 days 

On examination, she has synovia swelling a: the metacarpophalangeal and pro rral 
inte^ phalangeal jc nts of ooth hands as well as both knees Neck a no shoo der movements 
are very restricted Neurolog ca assessment reveals: grade 3/5 weakness in both upper and 
lower muse e groups, “here s patchy loss of fine touch and pinprick sensation impaired to 
the abdomen w thout a clear sensory I eve- being obtained. Deep tendon reflexes are brsk 
throughout, including upper I m.os The Bab nski s gn is extensor oilatera y. 

The most probable cause of her recent weakness is which of the following? 


A Sp ral core compression due to cerv ca myelopathy Torn atlarto-a> a I suo luxation 

B D - pe n i ci I am ne in du ced m ya sthen ia g ra v i s 

C Peripheral neuropathy associated r he umatoid arthritis 
D Parasagittal cerebral r heumatoid nodule 


E 


Generaliseo weakness due to d suse muscle atrophy secondary to chronic arthritis 


Spinal cord compression due to cervical myelopathy from atlanto-axial subluxation 


B D-penicrHam ne induced myasthenia gravis 

Peripheral neuropathy associated r heumatoid arthritis 
D Parasagittal cerebral rheumatoid nodule 


E Generalised weakness due to d suse muscle atrophy secondary to chronic arthrit s 




Explanation 

Atlanto-axial subtuxation 

Presenting features 

“his patient exhibits features of upper motor neurone signs a f feci ng the upper a no ower 
limbs The most probable diagnos s is cervica myelopathy secondary to he-' "heumatoid 
arthr tis The hallmark symptom of cervica myelopatny is weakness or st ffness in the legs 
and weakness or clums ''ess of the hands, Loss of sp'n ncter control or frank incontinence is 
rare, but some patients may compla n of s ight hesitancy on urination 

Examination findings and investigation 

A characteristic physical finding of cervical myelopathy is hyoeref exia Ankte c onus and 
Baoinsk J s sign (patholog ca extens on of me great toe e icited by stroking the foot) in the 
feet may also be revea ed Magnetic resonance imaging of the cervica spire is :ne procedure 
o z choice during she ritia screening process of patients wish suspected cerv cal myelopathy 

Differential diagnosis 

I r myasthenia gravis and d suse muscle atropny Babinski J s sign is negative Subcutaneous 
rheum a to 0 nodules occur n 20-25% of patients It s usual y observed at areas subject to 
p "assure, such as the e bows, occ put or sacrum (the central nervous system is usua ly 
spared). 


A 60-yea r-o d man presents w th a cough and intermittent haemoptysis, wh ch he has had 
Tor 3 months. He nas a smok ng history of 50 pack-years a no s wait ng for a bronchoscopy 
because Ns chest X-ray showed a left lower lobe collapse. He a so comole ns of muscle 
weakness and wasting c - ' the prox rnal muscles of the shou der and pelvic g "dies. His wife 
says he has been unabe to eat solids are y. 

Which one cf the following statements is true? 


A H s dysphagia s due to compression by the tumour 
B He almost certainly has adenocarcinoma of the lung 
Exam nation of his fingers will snow only ciubb ng 
D He may have a phctosensit ve facial rash 
E Corticosteroids have no roie n nis treatment 


A I- s dysphagia is due to compression by the tumour 


E He almost certainly n as adenocarcinoma of [he lung 
C Examination of his fingers will show only clubb ng 


D I He may have a photosensitive facial rash 


E Cert costeroids have no role r his treatment 

Explanation 

Dermato myositis 

This patient has a left lower lobe collapse and, with a history of smoking and haemoptysis 
and cough, the diagnosis is most likely carcinoma of the lung. The association of weakness 
and wasting of the proximal muscles of the shoulder and pelvic girdles makes 
derma tomyositis a strong possibility. This is characterised by a photosensitive facial skin and 
inflammation of the eyelids. Fingers usually show ragged cuticles and haemorrhages, with 
nail-fold capillary dilatation. Corticosteroids help the muscle weakness and may also clear 
the cutaneous changes. 




A 14-year-old boy attends tie clinic w'th a 1-day history cf pa n and swel ng in his s z z knee 
He is known to have factor VI I defic ency On exam nation there is restriction of joint 
movement The joint is not, swollen and extremely painful. The erythrocyte seo mentation 
rate (ESR) arid C-react ve protein (CRP) levels e r e normal Test for rheumatoid factor is 
negative. 

What is the most likely diagnosis? 


A Pyogenic arthritis 


B Juvenile rheumatoid arthritis 


Haemophilk arthritis 


L- 1 Juvenile chronic arthritis 


E Rickets 


A Pyogenrc arthiids 

E Juvenile rheumatoid arthiitis 


HaemophiLfc: arthritis 


D Juvenile chronic arthritis 

E Packets 


Explanation 
Juvenile arthritis 

“his boy has haemophilia arthritis. The pa n a^d swelling is due to b seding with n toe 
joint 

“he erythrocyte sedimentation ■'ate <E5R) and C-reactive protein (GRP) levels would 
be ra : seo in pyogenic arthritis. 

'Juvenile chronic arthritis' is the term given to a spectrum of arthritides occurring in 
childhood Other subgroups are juvenile rheumatoid arthritis (rheumatoic factor s 
positive), juvenile ankylosing spondylitis, psoriatic arthrit s and erteropath c art*'- - tis 
I n rickets there s a normal amount of oony tissue but reduced m neral. content due to 
vitamin D and caic jt deficiency Knock-knees/bow-legs ana nypocalcaemia are 
features of mis condition. 



A 42-year-o!d alcoho ic mar is acm tted w th oair swe ing and repress ever the r rst 
metacarpophalangeal .oint. Or. examinat on re has a number of tooh , anti this is c ag^osed 
as gout He is started on allopurhc-l and discharged. Two days later hie returns complaining 
o f pa n and inflam matron over the small joints of his hands, wrists, ankles ano knees 

Or examination his temperature is 38.5 °C B ood tests show haemoglobin 11.0 g. dl r white 
ce i count 5.9 * 1C 3 /I, platelets 145 * 10 3 /I, sodium 138 mmc /[, potassium 40 mmol /I. 
creatinine 90 anol/l. 

Which one of the following is the most likely cause of his presentation? 


A Allergy to allopurinol 
Seotic arthrit s 

Rheumato d arthritis 

D Pseudogout 


E Allopurinol therapy 


Explanation 

Allopurinol treatment of gout 

“reatrrent o B pat ents presenting win an acute exacerbation of gout using a loounnol a one 
may precipitate a severe acute attack, including pyrexia. For this reason t is more usual to 
begin a opuunol in conjunction with an appropriate non-steroid a anti- nflammatory drug 
(NSAID) or to begin :ne NSAID a few days before the allopurinol. Given that this patient was 
an alco^oiic, however, tne risks of using a NSAID ni ght have been oeemed too great in this 
case. One possible alternative is colchicine, but patients can f ■-‘d this Difficult to tolerate on 
occasions owing to diarrhoea. 


A young man who works as a clown in a circus attends the Rheumatology Clinic with a 
history or r ecurremt c slocadon of his dght shoulder. He a so com pi a ns of ncreasing pain 
ana st z f-:&ss in his left h p. On examination h s height is 150 cm and there is ev de n ce of skin 
laxity and bruising. 

What is the most likely diagnosis? 


A Marfan's syndrome 
E Ehfers-Danlos syndrome 

McCune-Albr ght's syndrome 
D Acromegaly 
E Homocystinuria 


Explanation 

Ehlers-Danlos syndrome 

Ehlers-Danlos syndrome is characterised by generalised hypermobility, skin laxity and easy 
bruising, with scoliosis, short stature and ocular fragility. It is a congenital disorder of 
collagen synthesis in which the capillaries are poorly supported by subcutaneous collagen 
and ecchynoses are frequently seen 


You are ca led to see an 8-yea r-o d boy who has had a fever of ur -crown origin for the last 
7 cays He a so complains of redness of ooth eyes, re c ness and dryness of his. lips and neck 
swelling. A rash on his trunk Disappeared 2 days ago On exam ration he has cervical 
lymphadenopatby and his palms and sc es are red and o edematous 

What is the most likely diagnosis? 


A Infectious mononucleosis 

B AIDS 

C Kawasaki disease 
D Acute systemic jo us erythematosus 
E Sjogren's syndrome 


Explanation 
Kawasaki disease 

Kawasaki disease s a clear- cut cl r ca entity that can be diagnosed after the recognition and 
analysis of six main symptoms: 

Fever of unknown aetiology lasting 5 days or more, lr general, the onset of Kawasaki 
d sease s with abrupt high fever out w thout prodromal symptoms such as coughing, 
sneezing or rn no rr hoe a. Usually the fever is either remitting or continuous, ranging 
from 38 °C to 40 a G for 1-2 weeks. 

Bilateral congestion of ocular conjunctiva. Conjunctiva infection develops 2-4 days 
after toe onset of fever. 

Changes to the lips and oral cavity. Dryness, redness and fissur ng of the lips occur 3- 
5 days after the onset of fever The membranes of the ora cav ty sod pharyngeal 
mucosa are d ffusely red. There is no vesicle, aphtha or pseudbmem crane formation 
Acute non- purulent swelling of cervical lymph nodes - from the day before the onset 
of fever, or together with the fever, there is swel ng of the cervical lymph nodes. 
Polymorphous exanthema. From day 1-5 after tie onset of "eveg a ooly morphia rash 
appears on the trunk or extremit es. It is variously morbilliform, scar atinifonm, 
urticariform or erythema multiform e-like In each case the rash sac fferent 
comb nation of these forms. They are not accompanied by vesicles or crusts, but 
sometimes there are small aseptic pustules or tie knees, buttocks or other sites “he 
eruptions usually disappear in .ess than a week. 

Changes to the extremities Approximately 2-5 days after the onset of the disease, 
when the rash on the trunk has appeared, there is redden ng of tie pa ms ana soles. 


A 70 -yea r-o d nan has beer expenenc ng a right-sided headache ard severe 

tern oo ran and hular joint pain for ire past week. He now presents with a sudden oss of 

v sion in his r ght eye. 

What treatment is required urgently to avoid vision loss in the left eye? 

A Intraocular steroids 

B Intravenous steroids 

C Pilocarpine 

D Timolol 

E Sumatriptan 


A I n trace u I ar s t.e raid s 


B I Intravenous steroids 


C Pilocarpine 

D Timolol 

E Sumatriptan 

Explanation 

Temporal arteritis 

This men has giant-cei arteritis affecting the temporal artery. This s an inflammatory 
granulomatous arteritis of arge arteries, which occurs n association with oolymyalg a 
rheum at ca Involvement of the aphtha rric arteries causes a sudeen pa n ess temporary or 
permanent v sua loss Corticoste-'o ds are ofc igatory in this condit on because they 
significantly reduce the - sk of ir evers ble visual loss anc other focal schaemic les ons. 
Intravenous stero ds are indoated when there is sudden ur lateral loss of vision to avoid 
vision loss in the other eye 





A 67-year-old man w th poor y control ed sex ode tive rheumatoid arthritis for 22 years is 
followed up n Outpatients. He has noticed swe ling around the eyes, especie ly frst thing in 
the morning Routine urinalys s reveals that he has +++ prote n His current medication 
includes- methotrexate 20 mg weekly, sulfasalazine 1 g twice daily, d redr, isc -one 5 mg once e 
day and iou profen 400 mg three times a cay. 

What is the likely diagnosis? 

A IgA nephropathy 
E Amyloidosis 

C Rheumatoid vasculitis 

D Drug -induced nephropathy 


E Renal tubular acidosis 


Explanation 

Amyloidosis 

Periorbital oedema and +++ of proteinuria s suggestive of the nephrotic syndrome. In 
rheum a to d amhutis drugs that cause this are gold and penic llarrine (neither of which he is 
on). Tie clue is in the long duration of jnccnfo ed disease, suggesting the -are 
comp icaticn o‘ amyloid A (A A) amy oioosis. 

Of tne omer options, rheumatoid vascul tie s very rare aid is e most never associated with 
re ns disease. A nor -see is da anti- n flam mat ory drug (NS A ID) nephropathy coes not 
norma ly result in nephrotic syndrome. Adequate cont-o of nis rheumatoid arthritis may slow 
any worsening o ; hs amyloidosis 


A middle-aged woman with a history of rheumatoid amritis presents with right foot drop 
and numbness in her right hand, with t hen a - r eminence wasting and sensory loss over the 
rac al ha f of her hand 

What is the most likely cause of her symptoms? 


A Peripheral sensory neuropathy 
E Mononeuritis multiplex 
Entrapment neuropathy 
D Myasthenia gravis 


E Multiple sclerosis 


Explanation 

Mononeuritis multiplex 

“he presence of multifocal core j f rent peripheral nerve lesions, and the a'osence of symptoms 
such as pain a no oaraesthesiae in this case suggest mononeuritis mult plex as :ne most Irkely 
cause for her symptoms This pa: ent has a right median nerve ana a r gint peroneal nerve 
lesion 

Mononeuritis mult pi ex is a neuropathy of two or more peripheral nerves that are not 
anatom c ally related. Patholog ca ly. the nerves are made susceptib e to mechanical 
compress on oy i sc haem a caused oy vase- opathy of the vasa nervorum or infiltration of the 
nerves. 

Common causes are 

Diabetes me iitus 
Leprosy 

Polyarteritis nodosa 
Rheum a to d arthritis 


Differential diagnosis 


Multiple sclerosis affects :r& central nervous system (spinal cord and brainstem lesions 
are common), “his can cause spastic :y. ataxia and dysaesthesia r? the affected imbs. 
Optic neuritis is ar early and cnsracte-' Stic manifestation this cono tion. Peripheral 
nerve involvement is not seer 

In myasthenia gravis a ste limn invo vement is uncommon early n ire disease tne 
exiraocular oulbar, face and neck muscles are commonly erected drst 
Motor weakness and muscle wasting do not accompany peripheral sensory 
neuropathy. 

Entrapment neuropathies r esult from compression of peripheral nerves due to 
hypercropr ed synovium or joint subluxation. Median nerve compression r the carpal 
tunrel is the nos: common, and bi ate f a compression can be ar early cl r ca 
manifestation of rheumatoid arthritis. Ach ng oa n a^d pa r aesthesia characterist cally 
occur n the distal affected parts, followed by sensory loss and muscle wasting 


A 25-year-o d salesman comp sins he -as had morning oac-c gain anG stiffness ^or the last 5 
months l-e a so complains of intermittent red ana tchy eyes and arthral g a of Its knees ana 
e nows, he has a raised erythrocyte sedimentation rate (ESR) but the other blood test 
resu ts a re normal. A radiograph of me lumbar spine has been taker 

What is the most likely radiographic finding? 

A Bony metastasis 
B Wedge fractures of the vertebrae 

C Rugger- jersey spine 

D Extensive osteophyte formation 


Tramline appearance 


E 


A Bony metastasis 


B Wedge fractures of the vertebrae 


C Ru gge r-j e rsey sp i n e 


D Extensive osteophyte formation 


E I Tramline appearance 


Explanation 

Radiographic appearances in ankylosing spondylitis 

This man has ankylosing spondylit s. The tram ine appearance s due to syndesmophyte 
growth between the margins o F the vertebrae as we I as calcificat on and ossification of the 
inte'sp nous ligaments X-ray of me os vis will show fjs : cn of the sscroil ac joints. 




A 22 -year -old coa m ner presents at the Emergency Department with exert one i Dyspnoea 
and wheezing, r ght root drop, weakness n nis left ha no. a purpuric rash over his a boo men 
and swol eri ankles 6 ood tests show haemoglobin 12 3 g/dl, mean corpuscular volume 
i MCV) 92 f I, white cell count (VV'CC) 21.4 x 10 3 /l (neutropni s S.O x 1 0 B V , eosinophils 10.2 * 
10 9 /!, lympnocytes 2.5 x 10 s /!}. .j r ea 18.9 mmol., creatinine 270 umol/l, cytop asm c 
anti neutrophil cytop asm c .antibody (cANCA) negative, per nuc ear anti neutrophil 
cytoplasmic antibody (pANCA) positive. 

What is the most probable diagnosis? 


A Weg en e r “s g nu I omatos is 


B Cap I a n's sy nd ro rm & 

Po y arteritis nodosa 
D Churg -Strauss syndrome 


E Microscopic pc yang t is 


Explanation 

Churg- Strauss syndrome 

Churg -Strauss syndrome is a variant of polyarteritis nodosa (PAN). It occurs in patients, 
usually male, who have a triad of rhinitis and asthma, eosinophil ia and systemic vasculitis. 
Unlike PAN, it is a small-vessel necrotisirvg granulomatous disease that principally affects the 
lungs, peripheral nerves and skin. The typical acute presentation is with skin lesions (purpura 
or nodules), asymmetrical mononeuritis multiplex, eosinophil iia and asthma. Perinuclear 
anti neutrophil cytoplasmic antibody (pANCA) may be positive in this condition. Kidney 
involvement is less common but is known to occur. 

Differential diagnosis 

Microscopic vasculitis (polyangiitis) involves the kidneys and the lungs where it results in 
recurrent haemoptysis. In earlier literature there was confusion between this condition, 
Churg- Strauss syndrome and polyarteritis nodosa. Polyarteritis nodosa, however, is pANCA- 
negative and rarely involves the lungs. Microscopic vasculitis presents with rapidly 
progressive gEo menu to nephritis often associated with alveolar haemorrhage. 


A 42-year- old woman with seroposit ve rheumatoid arthritis has become disabled by pa r 
and 7 g he ness beb rd the right knee Physical exam nation reveals a cyst c swel ng eve 1 ' the 
popliteal fossa and semimembranosus tendon. 

Which one of the following is the most appropriate next step? 


A Magnetic resonance imaging {MRI} of the nght knse 
E Synovial biopsy of the right knee 
C Ultrasound study of the nght knee popliteal fossa 
"enograin of nght lower extremity 


E Arthroscopy of the nght knee 


A Magnetic resonance imaging (MRI) of the right knee 
B Synovial biopsy of the right knee 


C I Ultrasound study of the right knee popliteal fossa 


D Venogram of right lower extremity 
E Arthroscopy of the light knee 

Explanation 
Baker’s cyst 

“he physical examination is suggestive of a distended Baker's cyst, but phys ce examination 
alone is no: diagnostic, part culariy f to ere has been a oissec: on or rupture. 

U tra sonography nas been found :o be very useful m making a c a gnosis of poplitea cyst, 
with or witn out c ssection. and is likely to be more readily a vs ladle than magnetic resonance 
imaging. An arthrogram coulo also demonstrate a poplitea cyst but s less desirable because 
it is an invas ve procedure. A venogram of the right lower extremity cou d be performed if a 
deep vein thrombosis was suspected clinically but would not oe inc catea in this case 




A 50-year-olc woman p'-ese^ts with a 4-month history of Raynaud's phenomenon, 
progressive skin tigntness ; thickness of the fingers and hands, dyspnoea or exertion a no 
dysphagia 

What is the most probable diagnosis? 


A Limited cutaneous sc erode rm a 

B Diffuse cutaneous sc erocerma 

C Rheumatoid arthritis 

D Sarcoidosis 


b S yste m i c I u p j s e ry t he m a to su s 


Explanation 

Diffuse cutaneous scleroderma 

Diffuse cutaneous sc ero derma starts w th swell n g and st ffness of the f ngers and is 
followed oy the development of extensive sclerosis Heartourn, reflux or dysphagia are 
almost invar at e. Raynaud's phenomenon usually starts just before or at the onset of the 
d sease. n contrast to Ini ted cutaneous scleroderma, n which Raynaud's phenomenon 
precedes the disease by many vea r s. Rena involvement can be acute or chronic and can 
lead to hypertension. Lung disease, both fibrosis ana pu mo nary hypertension, con:" bute 
significant: y to m eta I i ty 

Saxo dos s presents classical y as bi latere h lar ymphadenopathy on chest X-ray. It s 
asymptomatic in a tnird of cases. Dysphag a is usually not a feature. Raynaud's phenomenon 
is not a feature o* rheumatoid art nr tis Pulmonary sym atoms are usually a feature of long- 
star- ding rheumatoid arthritis. Systemic lupus erythematosus is a non-organ-spec f c 
autoimmune disease characterised oy antinuc ea r ant todies and vascul tis It usua ly 
presents ea r ier, in the younger woman. Progressive skin tghtness and dysphagia are not 
seen in this condition 


A 62-year-olci orev ously fin man presents with a 2-mcnth history of fatigue, exert iona 
dyspnoea and abdom •■‘a I pain. He also has evidence of severe arthritis n his rands end 
progressive numbness of h s feet. On exam nation, red spots are noted on the extensor 
surfaces of ris lower limbs. An X-ray of the chest shows cardiomegaly 

What diagnosis is best suggested by these findings? 


A Rheumatoid arth litis 

E 

C 

D 


Sarcoidosis- 


Polymyalgia rheumatic a 


Dermatomyositis 


E 


Polyarteritis nodosa 


Explanation 
Polyarteritis nodosa 

Po y arteritis nodosa (PAN) may present win a these features. PAN is a nec'ot sing vascu it is 
chat causes aneurysms of medium-sized arteries. Abdominal pain due to infarction of a 
v sous, dyspnoea cue to pulmonary infiltrates, arthralg a and purpuric spots can all occur in 
this condition 

Differential diagnosis 

Sarcoidosis presents c assies ly as bilateral hilar lymphadenopathy on chest X-ray. In a 
third cf pat ents it presents vv th cough fever, artnm gia, malaise or erythema nodosum 
(painful erythematous nodula r esions on the anterior aspect of the shins). Ventricular 
tachycardia, compete near: b ock r cardiomyopathy and pericardial effusion are seen 
but cardio megary is not a feature. 

Polymyalgia rheumatica (PMR) occurs commonly in older women and presents as 
acning and morning stiffness in the proximal muscles. 

Symmetrical pro: mal muscle weakness resulting from muse e inflammation is seen n 
polymyositis Some 25% of patients have a purple (he otrope) rash on the cheeks, 
eyelids and light-exposed areas (derma to myositis). Cardiac invo vement : s not seen in 
PMR or n der mate myositis 

Fat gue, exenicna dyspnoea, abdominal oain and *ed soots, on the sh ns are net 
characteristic of rheumatoid artlmitis. 


A SO-yea^-olo diaoet c woman w th a history of osteoarthritis of ner knees suddenly 
develops pain and swelling in her right k-^es. On examination the knee s red not. swo len 
and very tender. 

Which investigation would he most helpful in the management of this case? 


A Plain X-ray of the knee 

B Joint aspiration, g-am stain and cu ture then start antibio: cs 
C Joint fluic m croscopv 
D Blood culture a"d start antib otics 

E Join: as pi rat on and cu tJ r e, start antib otics when 48 hour culture available 


A 


P ah X-ray of the knee 


B I Joint aspiration, gram stain and culture then start antibiotics 


C Joint fluid m croscooy 
D Blood culture and start ant ip otics 

E Joint aspiration ana cu ture, start antib otics when 43 hour culture a vs ladle 

Explanation 
Septic arthritis 

Asp ration of the joint and urgent Gram-sta n ng wil confirm the diagnoses of septic arthrit s. 
X-rays norma y show no change in septic arthrit s ; as the onset is acute Joint fluid 
microscopy s useful in acute gouty arthrit s. This would show one characterist c long neeole- 
shaoed ur c acid crystals in the fluid as well as in neutrophils. A jo nt already damaged due to 
osteoartnritls s more likely to become sept c. The features in this case ara more in favour of 
septic arthritis than acute gouty arthrit s. Treatment cannot aw a t the resu ts c' blood culture 
and joint aspirate culture, but should be started immediately on fading organisms n the 
aspirate (ie but before an organism is actual y identified). 




A 20 -year-old ^ootbal player presents w th a swo ler eft knee and locking. Re complains of 
pain after exercise On exam nation, was: rg over the quadriceps and latsra aspect of the 
jo nt are noted Arthroscopy of tie joint reveals three loose ood es n fie synovial cavity. 

What is the most likely diagnosis? 


A Chip fractures of the joint surfaces 


E Osteoarthritis 


Synovial chondromatosis 


D Os te och on d ntis dissecans 


E Semi-lunar cartilage tear 


Explanation 

Osteochondritis dissecans 

Osteochondritis dfssecans is local necrosis of the articular cert lage ard its underlying bone, 
which results in a loose oody leaving the surrounding bore The cause is unknown Tne 
media femoral condyle is most commonly affected ano the condition s seen in adolescents 
and young adults. Either three or four loose oodies might be ore sent n the knee 

Differential diagnosis 

Usually one or two loose oodies may be seen fin. chip fractures of joint surfaces 
Multiple oose bodies (> 50) a r e seen n synovial chondromatosis, out this cond tic n is 
rarely associated with pain. 

Semilunar cartilage tears occur as a result of a -'orcible tw st to the flexed knee (eg 
while play ng football). Extension s lini tec as the Displaced segment lodges between 
the femora and do is condyles Loose bodies are rot seen in this cond tier. 


Osteoarthrit a is uni kely at this age. In osteoarthritis th&'e can be as many as 10 oose 
bodies. 


A 55-yea r-Qiid men attends tne clinic complaining of inc r eas °g pa n and weakness o'hs 
lower I nr.bs which is preventing him from getting up from a chair easily and from climbing 
the stairs E. cod tests show a ere a tin ns kinase level of 14,500 IU/1 A chest X-ray reveals a 
large shadow n the r i q =- 1 m d-zene a^d pu^nonary fjnet on tests revea evidence of 
pulmonary nbrosis 

Which antibody is most strongly associated with this disease? 


A Ant -centromere 

E Anti- Jo-1 

C Anti-RNP 

D Ant -Sc I -70 

E Ant -dsDNA 


A Ant -centromere 


B I Anti-Jo-T 


C Antl-RNP 

D Anti-Scl-70 

E Anti-dsDNA 

Explanation 

Polymyositis 

This patient has polymyositis, which is often associated with an increased risk of malignancy 
(threefold). The typical presentation is with symmetrical proximal muscle weakness, usually 
affecting the lower extremities first. Creatine kinase is usually elevated and is a guide to 
disease activity. Antisynthetase (Anti-Jo-1) antibodies are strongly associated with 
polymyositis. 




A 7 5-yea '-old woman presents with early norr ng stiffness and pa n n noth shoulders and 
hips. On exarr nation, active movements in these joints are restricted due to pain, cut oassive 
movements are preserved. She has no otner symptoms. Blood tests a'e normal, except for an 
erythrocyte sedimentation rate (ESR) of 115 mm n 1st hour and a C-react ive protein (CRP) of 
4.9 mg/1 Her bone densitometry T- score value is -1.5. 

What are her symptoms due to? 

A Osteoarthritis 

B R h eu m e to d a rt hr it i s 

C Roy myositis 
D Polymyalgia rheum atsica 


E Postmenopause osteoporosis 


Explanation 

Po I y m y a I g i a rheu ma t i c a 

Polymyalgia rheumatica is associated with muscle pain and stiffness and an increased 
erythrocyte sedimentation rate (ESR). It is not a true vasculitis but is closely associated with 
giant-cell arteritis. Women are more commonly affected than men (the ratio of women to 
men affected is 2:1). The muscle stiffness affects the proximal muscles of the neck, upper 
arms and, less commonly, the buttocks and thighs. There is marked early morning stiffness. 
The C-reactive protein (CRP) may be elevated prior to the ESR. 

Differential diagnosis 

Polymyositis is common at a younger age (40-60 years) and is typically gradual. Systemic 
features of fever, weight loss and fatigue are common. There may be respiratory or 
pharyngeal muscle involvement leading to ventilatory failure or aspiration. Tne creatine 
kinase is usually elevated in this condition. 

A bone mass density T-score of -1.5 indicates that there is no osteoporosis at present, but 
There is a risk of developing osteoporotic complications unless preventive measures are 
undertaken The clinical picture is not suggestive of either osteoarthritis or rheumatoid 
arthritis. 


A 40 -year-o Id woman with sickle cel disease complains of severe ngnt hip pain -or the past 
week; she has nad milder pair in the sane hip for up to 3 months. She walks with a limp and 
has 3 positive Trende en burg's sign There s a tendency for the h o to twist nto interna 
rotation during pass ve hexion. Blood culture is negative An X-ray of the hip appears normal 

What is the most likely diagnosis in this case? 

A Septic arthritis 

B Avascular necrosis o^tre femoral nead 
C Osteomyelitis cr the femur 
D Pathojog ca fractce of the femj r necl- 


E Osteoarthrites of the hip 


Explanation 

Avascular necrosis of the femoral head 

“his patient most probably has avascular nemesis of the femora head, The femoral head is 
the commonest s te avasc-u ar necrosis decause ts peculiar blood supply that makes i: 
vulnerable to ischaem a. Ischaemia is common n sickle cell disease. 

Differential diagnosis 

Septic arthritis would be associated with a swollen inf aimed hip joint and systemic 
features such as fever Movement on the jo r-t would rot be pass Die X-ray findings 
wou d not be cone I us ve. 

Osteomyelitis is more common in the distal femur. The joint is usually kept immobi e 
ana there wou d be warmth and tenderness over the affected part. There may be sig^s 
o f systemic infect on. Although X-ray changes are rot apparent early in the disease, 
after a few days there would be haz ness and less of dens ty of the affected bone, 
followed oy subperiosteal reaction. 

A pathological fracture of the femoral head usua ly occurs afte 1 ' a fa I, rare y 
spontaneously unless che^e is severe osteoporosis. Weight bearing is painful or 
impost ole and the eg is usual y shortened and externally rotated. The fracture might 
be evident on X-ray. 

Osteoarthritis of the hip is uncommon in women at this age. unless the h p has been, 
damaged due to rheumatoid arthritis or ankylosing spondy its. 


A 34- yea r-o d nan presents w th severe unrelenting pa r affecting :he eft leg ^"hree months 
earlier he hac ar arthroscooic wash-out for septic arthritis affecting his eft knee caused by a 
penetra: ng injury Exam ’-at ion reveals a markedly reduced range of movement of me eft 
knee w'th diffuse swe ling of the left leg and overly ng cool dry scaly skin. 

What is the likely diagnosis? 


A Ongoing septic arthritis 
B Underlying deep venous thrombosis 

C Reactive art nr tis 

D R ef I ex s y m pat h et c d y st ro ph y 


E Reiter's sy notome 


Explanation 

Reflex sympathetic dystrophy 

The Rescript on ’■•ere is com pat fcle with a d a gnosis of reflex sympathetic dystrophy 
(complex regies a pa n syndrome) that has developed fo lowing the previous injury. Tse oain 
is often seve r e and disproportionate to the s gns and follows a nor -an a to mi cal cisf but ion 
“he sx n changes are caused by the associated autonomic dysfunction. 


A 62-yea r-o I c woman comp la ns of genets! lethargy, more ng stiffness and inao i ty to coma 
her hair because of arm pain. There s no muse s tencerness although she says there s pain 
on movement: of the shoulders and hips, her erythrocyte sedimentation rate (ESR) s 57 mm 
in 1st hour Electromyography of the deltoid muscle is normal. 

What is the most likely diagnosis? 


A Guillain-Barre syndrome 
B Polymyositis 

Polymyalgia rheumaoca 
D Multiple sclerosis 
E Fibromyalgia 


Explanation 

Polymyalgia rheumatics 

Polymyalgia rheumat ca (PMR) occurs mere commonly in me elderly, particularly women, 
and presents as aching anci morning s: ffness in the proximal muse es. PMR is a form cf 
g ant-cell arteritis. The diagnosis s made on the basis of the r story and symptoms T he 
erythrocyte sedimentation rate (ESP) is almost always remarkably r gh (> 40 mm n 1st 
hour). 

Differential diagnosis 

Gu ilia in- Bar re syndrome (acute post nfective polyneuritis) presents with back anc mb 
pain fc owed by progressive ascend n g pa 'a ys s. 

Symmetrical prox mal muscle weakness. r esui:i n g from muse e inflammation is seen n 
polymyositis. Electromyography wou d show the typical triad of changes with myos t is 
spontaneous fiorit ation potentials at rest, oolyphas c or short- duration potentials on 
voluntary contraction, and salves of repetitive potentials on mechanical stimulation of 
the nerve. 

Multiple sclerosis presents mostly with unilatera optic neurits or progressive 
weakness of the legs The most comnci age o" onset of this disease is between 20 
and 45 years 

Fibromyalgia c ass ca ly presents with d ffuse gain and mu tip e tender spots all ever 
the body that m ghc be anatomical y unrelated to the affects c muscles, “he 
erythrocyte sedimentation rate (ESR) is rormal n mis Condition 


A 42-year-old worn a r complains o - " nocturnal t ngling and pain n tier right nan d The pa n a 
reproduced or tapping over the med an nerve at the wrist 

Given the probable explanation for her symptoms, what is the likeliest underlying cause? 


A Rheumatoid arthritis 

B Hypothyroic sm 

C Idiopathic 
D Acromegaly 
E Pregnancy 


A Rh eu m a to d arthritis 


B Hypothyroic sm 


C Idiopathic: 


A 1 Acromegaly 
E Pregnancy 

Explanation 

Carpal tunnel syndrome 

“his patient most p'ooab y has carpal tunnel syndrome, which is a common condition 
causing median nerve compression at the wrist A i of the ccnc tic ns : s:ed above may cause 
ca f pa tu^ne syna-'ome, however, the majority of cases are diopatnic. There is nocturnal 
tingling and pa n in the hand (and forearm at times), fc owed by weakness of the thenar 
muscles. 




A 35-year-old daughter has just been diagnosed with rheumatoid arthritis. She attends the 
cl nic with her mother, who nas a severe form of the disease. She s cone dedng having 
children but is worried that they too t ght inherit the ccnc tion. They nave a number of 
questions about hentabilfty, me ..ding about HLA assoc ations with rheumatoid arthritis 

Which one of the following HLA antigens is known to be associated with the development of 
rheumatoid arthritis? 


A HLAB5 

B HLA B27 

C HLA DR4 

D HLAB7 

HLA B8 


B 


A HLA B 5 

B HLA E27 


C HLA DEM 


D HLAB7 

E HLA B8 


Explanation 
HLA antigens 

Human leucocyte-associated (HLA) si: gens DR1 end DR ^ are associated with rheumatoid 
arthritis and pr rnary sclerosing cholang tis a wnereas HLA B27 is assoc ated with increased 
risk of seronegative a-'th r tides ard inf ammatory bowel disease. HLA B8 snc HLA DR3 a^e 
associated with an increased r i5k cf Graves' disease a no HLA B7 is thought to be orotective 
HLA E5 are thought to os assoc ated w th an ncreased ris- of Behget's Disease Different 
HLA ant get patterns are thought to confer c ffering risks to tissue-specific autoimmune 
d seases. 




A 14-year- old or : who s other w se fit, carrpla ns of backacne and fatigue Her parents have 
also noticed chat she is increasingly becoming round -shon de-'ed. On examination, 
movements are normal. A smooth lump s seen in the thoracic region. 

What would be the most characteristic feature of an X-ray of the thoracic spine? 


A A nte ri o r d is p I acem e nt of on e t h o rac i c ye rte o ra upon a n o th e r 

B A bse n c ne u ra I a r c h 

C Osteon hyt e fo rm a -Jo non poster ior facet jo i nt s 

D Irregular upper and lower vertebral erdp ates w th oss of c sc space height 
E Scoliosis 


A Anterior displacement of one thoracic vertebra upon another 

B Absent neural a 'oh 

C Osteophyte formation on posterior facet joints 


D I Irregular upper and lower vertebral end plates with Soss of disc space height 


E Scoliosis 

Explanation 

Scheuermann's disease 

“his girl has Scheuermann's disease It usually affects those between 13 ard 16 years of age. 
The norma oss f cation of ring ep physes o~ several thorac c vertebrae is affects o. Deforming 
forces a r e greatest at the anteror border of the vertebrae so vertebrae are narrower 
anteriorly, resu ting in kyphosis. Kyphos s, anc net scoliosis, : s tne presenting ^eat-.-'e of 
Scheuermann's disease. 

Anterior displacement occurs in spondylol sthesis (a defect in the pars interarticularis of the 
neural arch). Osteophyte format on is seen in osteoartn' tie 





A 62-yea r-o I c woman is a cm ttec to the psych atric ward with de us ions that her neighbours 
are trying to poison ner. She is ate 1 ' discharged on chlorpromazine, ner behaviour hav n g 
returned to normal However, sne then presents a few weeks later with join: pains and a dry 
mouth Investigations snow haemog o.bin 12.4 g/dl. white cel count 6.1 * TQ 9 /I, platelets 
167 x '0 3 - . sod urn- 139 mmol/ 1, potass urn 4.5 mmol/ , creatinine 134 pmo-./l, alanine 
aminotransferase (ALT) .36 L. L ant -e ngle-stranoeo DMA posit ve, anti-Ro positive, C4 
slightly reoaced. 

Which one of the following is the most likely diagnosis? 


A Drug inouced lupus 

B SLE 

C Sjogren's 

D Mixed connect ve tissue o soroer 


E Scleroderma 


Explanation 

Drug-induced lupus 

“he proximity of this acy's onset of symptoms to the commencement of ch lorpromazine s 
inescaoab e. Often the on y symptoms of drug- nduceti jous are .oint pains anc mese nave 
dear y been reported here. Anti-sing e-stranded DNA positivity is more commonly seen n 
drug -Induced lupus than in systemic lupus erythematosus (SLE) and anti-Ro positive 
antiood es are seen, particularly n conjunction witn hydrochlorothiazide use. Complement 
levels tend to be either normal o r only s ign: y reduced, compared with the more markeo 
reductions seen in active SLE Key to confirming the diagnosis of drug-induced lupus is 
withdrawal of the of a eno ng agent coupled with an attendant improvement n symptoms. 

Causes 

A number of classes o z agents have been implicated in the development of drug-induced 
lupus, ncluding: 

Anticonvulsants - caroamazepine. valproate, and ethosuximide 
Antib otics - isohiazid 

Anti- nflammatory drugs - penicillam ne, sulfasalaz ne 


A 37-yea r-o lb gym instructor gives a 2 -year history of numbness and burr ng of i s Ungers 
precipitated by eoid. l-e now feels tightness in his ringers and : s unable to extend them 
comp stely. He a sc comola ns of a progress ve a fficu ty in swa lowing food You suspect 
Itnritec cutaneous scleroderma. 

Which one cf the following blood investigations would most aid in the diagnosis? 


A Norm ocy tic normochromic anaemia 


B Microangiopathic haemolytic anaemia 


C Anticentromere antibodies 


Antinuclear antibodies 


E 


Rheumatoid factor 


A Normocytic normochromic anaemia 


B Microangiopathic haemolytic anaemia 


C I Anticentromere antibodies 


A 1 Antinuclear antibodies 

E Rheum atotd fac tor 

Explanation 

Limited cutaneous scleroderma 

Limited cutaneous sc eroderma usually starts with Raynaud's phenomenon many yea's 
before the appearance of any skin changes, “he skin involvement is limited to the hands, 
face, -eet and forearms The sk n s tight over the fingers a no often produces flexion 
deformities of the fingers The ‘CREST syndrome 1 was the term previously used to describe 
this condition - ca enrols of subcutaneous : ssues, Raynaud's phenomenon, oesophageal 
ays not i ity. seterodaety y anc telangiectasia. Anticentronem antibodies occur n 70-80% of 
cases, but most a r e specific to CREST syndrome 

Anaem a, whether normoeyt c normocnrcmic or haemo ytic, is not specific for this go nd it on 
Rheumatoid factor is positive in 30% of cases, as are act nuclear antibodies However, the r 
presence would not aic n the diagnosis. 





An 82-y ear-old woman was hosp :al ; sed for treatment of congestive heart Failure She 
experienced a warm, painful ght knee on day 3 of this hosoita stay. 

Which one of the following would be the most appropriate procedure? 

A Blood cultures followed by antibiotics iv 

B Arthrocentesis for diagnostic/ therapeutic purposes 

C Colchicine iv 

D Allopuiinol 

E Ultrasound study of right knee, including popliteal fossa 


Explanation 

Monoarthritis in a patient hospitalised with CCF 

Clinically, the patient has a monoarthritis most likely to be crystal -induced (pseudogout or 
gout). This is particularly likely considering mat she wil have Dean aggressively ideated w th 
o -reties for ner heart fai ure. She could also have septic arthritis, although this would be ess 
likely but seed rag of nfeetion from other s tes n the body is possible, particularly in elder y 
patients. Gout and pseudogout can be rapidly and def n itively diagnosed by proper 
exam natio n of joint fluid and infect on can also be ru ed out th s way, rna<ng artnrocentes s 
the investigation of choice 


A 22-year-old man w n o suffers from inflammatory oowe! disease nas developed pain and 
stiffness in h s lower back over the oast 5 months. Examination reveals tenderness over bctn 
sacroii ac joints, be tests positive for H LA-327. 

What is the most probable diagnosis? 

A Prolapsed intervertebral d sc 

E. Rheumatoid arthritis 

C Ankylosing spondylitis 

D Osteoarthrites 

E Eoseropatnic arthritis 


Explanation 
Ankylosing spondylitis 

Ankylosing spondylitis most common y involves the sacro iac jc nts caus rg pa n and 
stiffness. Jo to naif tre pat ants nave inf amrnat on of tne colon or i sum Although this may 
be asymptomatic, frank inflammatory bowel disease may csvelop in 5-10% of cases. The 
HLA-B27 gene is present in nearly 90% of patients with ankylos ng spondy [is. It 3 the 
0 strict ton, with particu arly the sac roil a c Joints being affected and the absence of a 
peripheral small Joint arthropathy which fits oetter with ankylosing spondylitis ratner than 
e n te rd p at h i c a rt hrit is. 

Differential diagnosis 

Prolapse of an intervertebral disc s usually assoc 3 ted with severe lower back pain and 
sc-atica. Stiffness is not a ‘esu'-e 

Rheumatoid arthritis seldom involves the sacroi ac joints as the primary site 
Emeropatnic arthritis encompasses various arthritides that are inkec 10 Gl pat ho ogy, 
including reactive arthr'tis associated with Gl infection (salmonella, shigella) and 
spondy oartnr ticss assoc a ted with nf ammatory bowel disease (ulcerat ve col tis or 
Crohn's disease). Th s occurs with equa frequency n men and women Of particu ar 
interest is the strong assoc atior between ■eact’ve arthritis and HLA-B27 A f are-up of 
[ h e bow e disease tr g g e rs att a c ks of a rt h ri t s . 

Osteoarthritis s unike y in this age group anc 3 not associated with 00 we! disease. 


A 32- year- c d man with rheumatoid arthritis presents with left-s ded chest oain. On 

exam nation, he is febr !e The electrocardiogram (ECG) shows widespread saddle-snaped ST 

e evat on 

What is the most probable diagnosis? 


A Pericardii s 

Cardiac tamponade 
C Myocardial infarction 
D Cardiomyopathy 
E Pulmonary fibrosis 


A 


Pericarditis 


E Cardiac tamponade 
C Myocardial infarction 
D Cardiomyopathy 
E Pulmonary fibrosis 

Explanation 

Rheumatoid pericarditis 

This patient has acute pericarditis, as suggested by the electrocardiography (ECG) tracing. It 
is a known extra- articular manifestation of rheumatoid arthritis. Cardiac tamponade is very 
rare. The ECG does not suggest myocardial infarction or cardiomyopathy Fibrosing alveolitis 
is the most common pulmonary manifestation of rheumatoid arthritis. It is not associated 
with ECG changes. 




A 50-yeat-olc woman is concerned about osteoporosis because her mothe r nad it. Sne nad a 
premature menopause ar the age cr 40 but no other risk factors is her history. You dec ce to 
perform a bone mineral density (EMC) test This comes oack show rg a Z- sc ore of 0 and T- 
score of -0.5 SD. 

How do you interpret these results? 


A Patient has osteoporos s 

E Patient has osteopenia 

C Patient has normal BMD for her age 
D Patient is at risk of fracture and should receive treatment 

E Patient has lower than expected BMD for ner age 


A Pat sent has osteoporosis 

B Patient has osteopenia 


C I Patient has normal BMD for her age 


D Patient is at risk of fracture and should receive treatment 

E Patient has ower than expected BMD for her age 

Explanation 

Bone mineral density 

The T-score represents the bone mineral density (BMD) measurement compared with that 
which would be obtained from an average person at their peak bone mass. The Z-score is 
the BMD score compared with a normal individual but adjusted for the age of the person. A 
Z-score of 0 means that the individual has normal BMD for their age. 

The WHO definition of osteoporosis is a T-score of -2.5 standard deviations below the norm 
or lower. At this level the person is deemed to be at risk of fracture. Osteopenia is defined as 
a T-score between -1 and -2.5 SD 




A 42-year-old woman- presents witn swollen pa nfui finger jo n-ts. Rheumato d factor is 
positive. 


Which one of the following deformities found on clinical examination is most typical of this 
disease? 

A U nar deviation of the metacarpopha angeal joints 
B Boutonniere deformity 
C Swan- neck deformity 

D Sp mdling of the fingers 


E Finger crop of the little and ring fingers 


A I Ulnar deviation of the metacarpophalangeal joints 


B B out o n n ; e f e d ef o rm ty 


C Swan- neck deformity 


D Spi nd I i ng of the fin ge rs 

E Finger drop of the little and ring fingers 

Explanation 

Hie hand r he t mat : c arthr t s 

This patient most probably has rheumatoid arthritis. The most typical deformity in 
rheumatoid arthritis is a combination of ulnar drift and palmar subluxation of the 
metacarpophalangeal joints. Fixed flexion (Boutonniere deformity) or fixed hyperextension 
(swan-neck deformity) of the proximal in ter phalangeal joints impair hand function. Rupture 
o*the finger extensor tendons nay lead to finger drop, predominantly of the little and ring 
fingers. 




A 45-ysar-o d man comp ahs of burning pain in his foci w th dinninisheo sensst-cn in the 
se e. Ms twisted his. ankle a week earl sr. Severe pain and paraesthessae can be elicited by 
applying pressure behind tne meo al malleolus. 

What is tne most likely cause of his presentation? 


A Atherosclerosis of the popliteal arteries 


E Injury to the ttbial nerve 


C Rupture of the Achilles tendon 


Injury to the common peroneal nerve 


E Compression of the posterior tibial nerve 


A Atherosclerosis of the popliteal arteries 


E Injui - / to the tibial nerve 

C Rupture of the Achilles tendon 


Injury to the common peroneal nerve 


E I Compression of the posterior tibial nerve 


Explanation 

Differential diagnosis of tarsal tunnel syndrome 

“his person has tarsal tunnel syndrome causec by entrapment of the posterior tibial 
nerve 

Burning pain is no: a feature of intermittent claudication, where the pa r s caused 
mainly by wa king. 

Rupture of the Achilles tendon causes sadder pain at me oac-< of the artde during 
runr ng or jump ng. Loss of sensation and burning pain do net occur n ttvs condition. 
Foot drop is seer with damage to the peroneal nerves. Sensation is lost over the rtort 
and outer ha* x of the leg and dorsum of the foot. 





A 14-year- old obese boy with left groin pe r for the past 6 weeks is noted to be standing 
with his left eg externally rotated. Examination reveals reg g ole : nterne rotation of the nip 

What is the most likely diagnosis? 

A Congenita dislocation of the hip 
B Juvenile rheum a to d arthritis 

C Perthe's Disease 

D Si pped upper fern ore epiphysis 

E Osteogenic sarcoma 


A Congenita dislocation of the hip 


B Juvem e rh sum a to d arthritis 

C Perthes disease 


D I Slipped upper femoral epiphysis 


E Osteogenic sarcoma 




Explanation 

Groin pain in a teenager 

Slipped upper femoral epiphysis affects children aged 10-16 yea -5 and 20% e r e 
t arera!. About ^e f toe pa: ante are obese and rypcgorvada F exion, adduct on and 
medial rotation cf the hip are 1 m ted. 

Congenital dislocation of the hip : s seen in neonates. Girls a r e more commonly 
affected than boys h not detected in n fancy, older ch d r en can present with delay n. 
walk ng, an abncmrat waddling gait and an inab I tv zc ti ly a be set the affected hip 
Still's disease (juvenile rheumatoid ars-rit s) occurs ma n-!y in prepubertal girls, with 
mono- or polyarticular synov tis w th erosion of ca milage often preceded by 'evs-'s, 
iridocyclitis, pneumonitis, lymiohadenopatny and sp enomega y. It accounts for 10% of 
all cases of ju ven le chronic arthritis 

Perthes 1 disease s osteochondritis of me femoral head and affects children between 3 
and 11 years of age. It presents with pain in the hip or knee and causes a mp. A! 
movements at the nip are I mi ted. 

Osteogenic sarcoma is p red am nantly a tumour of cn Id hood or early adult I re The 
commonest sites are me lower end of the femur, the upper end o = the tibia a°d the 
upper enc of the humerus Local oain and swe ling are character Stic clinical features 
Movements are usua ly net affecteo r me early stages. 


A 6 5-yea' -old woman with a oast medical history of osteoarmr tis (art y a free: ng her hand 
joints) anc diet-control eo diaoetes me itus complains of a sudden onset of oaio, swe ling 
and stiffness in her right knee Exam ration shows that the ght knee is swol en, 
erythematous and tender. 

Which one of the following tests is most likely to lead to a diagnosis? 


A X-ray of the knee 


B Autoimmune sereen 


C Serum unc acid level 


D Aspiration and examination of the synovial fluid 


E A trial of colchicine 


A X -ray of the knee 


B Autoimmune screen 

C Serum uiic acid Level 


D I Aspiration and examination of the synovial fluid 


E A triaL of cole hvcin e 

Explanation 

Synovial fluid examination 

“his woman may have a seotic artftrit s or pseucogcut. The most appropriate test to lead to 
an early diagnosis is aspiration o z tne jo nt and examination o F f-e synov al fluid under 
pc- arised ight for rhomboid crystals that exhifc t weakly positive birefringence, wh ch s 
typical of pseudo gout A synovial fuid white cell count greater than 50 : 00C/mm 3 w th more 
than 90% neutrophils is high y suggestive of bacterial nfection ana Gram-stain examination 
and culture may revea the organism resoonsiPle 





A 80-yeai-o d d abetic woman with chronic arthritis has a swol en, red-hot and painfu rig^t 
knee fc ow ng en intm-articular ejection of steroid for oain re ; ef 4 days earl er. 

What test would confirm the diagnosis? 


A Urgent fc ood sugar estimation 

B Blood culture 

C Joint aspirat on and cu ture 

D Join: as pi rat on and microscopy under polarised light 

E Serum rheumatoid factor estimation 


A Urgent b ood sugar estimation 

B Blood culture 


C I Joint aspiration and culture 


D Join: aspiration and microscopy under polarised light 
E S er^ nn rheu m ato i o fa ctor e sci m at. i on 

Explanation 

Acute septic arthritis 

This woman has developed acute septic arthritis following her intra-articular injection. Joint 
aspiration and culture would reveal the causative organisms, which are usually streptococci 
or staphylococci. After joint aspiration, empirical antibiotic therapy should be started with 
intravenous benzyl penicillin and flue I oxa c i 1 1 i n . Blood cultures may be negative as there is no 
evidence of septicaemia. 




A 78-yea r-o d man presents with an acute onset of severe pain and swel ng of the left wr st, 
wh ch had Developed adier he had a chest infection 2 weeks previously On exam nation, he 
has a temperature of 38 -C and the left wrist is r ed, swol en anu painfu 

What is the most appropriate initial investigation? 


A Erythrocyte sedimentation rate 

E Full blood count 


C Joint aspiration 


D Serum urate concentration 


E Radiography of the joint 


A Erythrocyte sedimentation rate 


B Full blood count 


C I Joint aspiration 


D Be rum urate concentration 

E Radiography of the joint 

Explanation 
Infective arthritis 

“he history cr recent respiratory tract infect on raises the possibi ty that th s is an nfective 
arthr tis 

Causes 

“he most common cause of septic arthritis s Staphylococcus aureus, although seeding from 
respiratory infect ons caused by streptococc can also occur. Other causative organ sms. 
such as Neisseria gonorrhoeas and Haem oph ;!us influenzae, can cause sept c arthritis n 
children. Opportunistic pathogens such as Satmonelte may be responsible in sick Je cell 
o sease. 

Management 

Joint aspiration is essentia and fluid should be sent for urgent Gram stain and culture 
Treatment with antidiot cs should begin immediately, as wa ting for investigation reports can 
resu t in permanent jo nt destruction. Formal surgica toilet is required where the^e is 
ev dence of osteomyelitis. 




A 42-year- old woman with system c lupus erythematosus (SLE) is attending the 
Rheumatology Clir c. She compla ns of shortness of breath. 

Assuming that this is due to respiratory involvement by SLE, what would be the most 
common pulmonary manifestation? 

A Pneumonitis 

B Pleural effusion, 

C Atelectasis 
0 Restrict vs jng disease 


E Pulmonary fibrosis 


A Pneumontis 


B I Pleural effusion 


C Atelectasis 

D Restrictive lung disease 

E Pulmonary fibrosis 


Explanation 


Pulmonary involvement in SLE 

Recurrent pleurisy and p sural effusions are me most common manifestations of systemic 
lupus erythematosus (SLE) end are often bi ate 'a . Pneumonitis anc atelectasis may be seen; 
eventually a restrict- ve lung Defect develops Pulmonary fibrosis is rare. 





A 70-year-c d sheep farmer presents complaining c‘ pa r 3 rd restricted novemerts of nis 
right r p for over a year. He also comp ahs of early morning st ffness in the joint that lasts 
for abou: ha f an hour. The stiffness and pain have been progressive y nee as ng and now re 
finds t difficult to carry out his routine activities. On examination he appears phys ca ly fit 
An X-ray of the hi o shows some decrease in joint space and suochondral sclerosis 

What is the most likely diagnosis? 


A Osteoarthritis 


B Lyme disease 


C Bruce Hosts 


D Rheumatoid arthritis 


E Gouty arthiltis 


Osteoarthritis 


Lyme disease 


Brucellosis 


Rheumatoid arthritis 


bouty arthritis 



Explanation 

Chronic joint pain 


Osteoarthritis s the com mo rest jo nt condit on in people of tnis age Par on 
movement worse at the end o^the day, and joint stiffness are characteristic features 
Lyme disease usually begins with, erythema chronicum migrans. This may be 
associated with system e malaise, inducing arth'a gia, neck stiffness arc 
lymphadenopathy Weeks or months ate 1 ’, patients car develop meningoencephal tis, 
polyneuropathies, conduct on disorders and myocarditis. 

Brucellosis may present as pyrexia of unknown origin or with non-specific attacks of 
lassitude, headache, generalised myalgia ano n ght sweats Untreated oruce os s for a 
year or more can also o resent with bouts of depression Splenomegaly' s usually 
p - es en t a I on g w i th I v m ph a de n o pat h y , arth * t is a n d en oocar dit is A h; h f a I g a c a n occ u r 
but is not ocalised to a single jc nt and movements are not restricted 
Rheumatoid arthritis affects the peripheral smal joints oftne sands and ^eet and is 
usual y sym metres Acute gouty arthritis usual y affects the metatarsopha angeal 
joint. 

“he clinical picture does not support a diagnosis of acute gouty arthritis 


A young nan presents to tne Emergency Department witn an acutely swo en a^c oain-'u 
right kree : associated with red gritty eyes and dysuria He nas recently returned Ton 
Thai and, where he had diarrhoea and vcm ting for several cays. Jo nt asp ration shows the 
presence of giant macrophages No organisms are seen on Gram sta n ng. 

What could the diagnosis be? 


A Reactive arthritis 

E. Ben cet's disease 

Sjogren's syndrome 
D Gonococcal arthritis 


E Septic arthrit s 


Explanation 

R-eactivG arthritis (formerly Reiter syndrome) 

^his patient nas the classic triad of 'eac: ve arthritis: 

Arthrit s 
Conjunctivitis 

Bacterial dysentery 1 Caltnougn the condition of course also occurs after non-specific 
urethritis) 


“he ccnci tier is usually associated with HLA B27 The arthritis is of the reactive type, 
occurring after bacteria dysentery caused by SaimoneHa, ShigeUa, Campytobacter or 
Yersinia sop. o - may fo low sexua y acquired infection with Chlamydia spp. Join: aspiration 
shows the presence of giant macrophages (Re ten's cells). 

Differential diagnosis 

Septic arthrit s presents as a red-hoi swol en joint Haematogenous spread from either me 
sk n o f upper resp ratory tract is the most common mode of entry Tln.e most I kely organ sm 
in aou ts is Staphylococcus aureus In younger sexual y active pat ents, disseminated 
gonococcal n feet ion is an important cause, wh ch occurs in up to 3% of untreated 
gonorrhoea. 


A 45-year-o d woman presents win a 4-month h story of malaise, weight loss occasion a 
fever and progressive difficu ty in c mb ng stairs. On exam in at on there is wasting of the 
pelv c g rdle muscles wish weakness. Blood test results are unremarkab e except for raised 
aihti-uo-1 antihociies. Electromyography (EMG> shows spontaneous f fcr Hat on, hign- 
frequency repetitive potentials and poly phasic potentials 01 vc untary movements. 

What is the most likely diagnosis? 


A Polymyalgia rheumatic a 


& Osteoarthritis of the hup 


C Fib romy al gia 


D Polymyositis 


G u il l ain -B a rre syn d rom e 


Explanation 

Polymyositis 

“he history and a inc r\gs a 'e suggest ve of a cult poly my os tis This condit on affects women 
three tildes more often than men “he onset can be nsidious over several months. The major 
cl nice feature is proxima muscle weakness, which is progressive Wasting of the muscles 
might also oe noted. Respiratory muscles are affected in severe o sease (espec si y those 
patients with anti- Jo-1 antibodies) 

Investigations 

“he electromyogram (EMG) shows a tyoical triad of changes: spontaneous f br Nation 
potent a s at rest, pc y phasic or short-du^at on potent! a s on voluntary contract on. and 
salvos of repetitive potent als or mechanical si mu ation of the ne r ve. A fine-needle muscle 
biopsy shows f bre -ecrosis and regene "at on in association with an inf a minatory ceil 
infiltrate with lymphocytes abound tie blood vessels and between muscle fiores 


A 45-yea r-o d woman w th ong-standing rheumatoid arthritis develops oain in her left knee 
What is the earliest radiological evidence of rheumatoid arthritis of the knee? 

A Erosion of car: age a no cone 

E Loss of joint space 

C Va rus/v a g us o efo r m i ty 

D Signs of an effusion 

E Osteophyte formation 


A Erosion of can age anc do ns 


B Loss of joint space 
C Va rus/V a g us c efo r rr i ty 


D I Signs of an effusion 


E Osteophyte formation 

Explanation 

Rheumatoid arthritis in the knee 

Massive synovit s a no knee effusions are often the first evidence of rheumatoid arthritis of 
the knees Osteophyte formation is a ia:e occurrence and is caused by secondary 
osteoarthritis Erosion of cartilage and bone and loss of joint space may lead to a valgus or 
varus deformity. 





A 27-year-o'ld woman is referreo to the Rheumatology Clinic by her gynaecologist with a 
history of swell rg and pain n her right big toe a no eft knee The only posit ve r ino ng on 
gynaecoi og cal exam in at on was the p-esence of cerv cit s. An endocerv ca swab tested 
positive to r c h ■ a m yd i a i nf ect i on 

What is the most probable diagnosis in this case? 


A Acute gouty arthritis 
E. Rheumatoid arthritis 

Reactive arthr tis 
D Steohy loco-seal arthrit s 


E Gonococcal arthritis 


Explanation 
Reactive arthritis 

“his woman has reactive arthritis triggered by Chiamydia trachomatis , causing non-specific 
cervicitis. Seronegative spondy oarth'-’tis deve ops in 1-2% of patients with this cordirior 

Differential diagnosis 

Gout is more common in men in this age grouo and seldom occurs in premenopausal 
women. 

Rheumatoid arthritis s a progressive symmetrical peripheral polyarthritis affecting the 
small joints o - ' the hands ard feet. 

Seotic arthritis presents acute y with a red, hot, swollen and painful joint with 
restricted movements, “he patient would be more ike y to attend the PneumatoJociv 
Clinic first before see ng her gynaecologist. 

There s no evidence to suggest gorooocce nfectior 


A 65-yea "-old woman who I ves alone, com o la ns of increasing pain in her left knee She 
finds t difficult to climb stars and is on maximal paracetamol! Valcus deform ty with obvious 
instabi ity s a so noted Her knee "adiograph shows osteoarthritis. He*' body mi ass index 
(EMI) is 23 kg/m 2 

What would be the treatment of choice for this patient? 


A Oral NSAIDs 

E O ‘■'3 1 N 5 A l Ds w t h gastric p rote ct o n 
C A rth ro d es is of th e kne e jo int 

D Joint replacement 


E We ghc loss and physiotherapy 


Explanation 

Joint replacement 

Joint replacement would be an effective treatment for this woman. Analgesia with non- 
steroidal anti-inflammatory drugs (NSAIDs) will provide only temporary relief, while 
arthrodesis would restrict her mobility even further. 

Body mass index = weight in kg/{height in metres) 2 

A normal body mass index (BMI) is between 20 kg/m : and 25 kg/m 2 . This woman's weight is 
quite appropriate for her height, hence weight loss with physiotherapy would be an 
inappropriate management of her condition 


An old woman has back pain rad ating dowr both egs. The pain is aggravateo oy walking 
and is rel eved when she steps and leans forwards. Or exam nation, the straight eg-raismg 
test 5s negative. Ankle. erks are absent 

What is the most probable cause of her pain? 


A Qsteoooros s 

B Spinal stenosis 
Osteoarthrites 
D Disc prolapse 


E Vertebral fracture 


Explanation 

Spinal stenosis 

Symptoms of spinal stenosis occur as a result o f limitation of space in the vertebral canal. 
This is a disorder of old age and commonly presents with pseudoclaudication, ie discomfort 
or pain in the legs on walking that is relieved by rest and by bending forwards. The diagnosis 
is confirmed by computed tomography or magnetic resonance imaging. Decompression is 
indicated if mobility or quality of life is significantly impaired. 


A 49-year-old man who works in a plant assembling smal - to meo urn -sized mac!- ne tools 
presents to the cl p c compaining of pain on wrist extension. He says met tne problem is 
getting worse at work a no ne is unab e to gr p wel and cs'ry the oieces of mach -ery ne -as 
assembled. On examination his blood pressure is 142/83 nmhg and his oody mass 
index(BMI) s 26kg/m 2 . Ge-eral physical exam nation is unremarkable. The aterai elbow and 
forearm pain is reproc joed when you ask nirr to oerform resisted wrist extens on The 
maximal point o* pa n s about 0.5 to 1 cm distal to the lateral epicondy e. 

Which one of the following is the most likely diagnosis? 


A Media ep condy litis 
B Latera I e p i co n d y litis 

De Quervain's tenos-n ovids 

D Came tunnel synorome 


E P ro n a to - sy n o ro m e 


Explanation 


Lateral epicondylitis 

“his man's symptoms are typical o' Lateral epicondyl tis also Known as tern s e bow. Work- 
related atera epicondylitis risk factors were identified in a systematic review, indue ng the 
hand! ng of tools greater in weight than 1 kg. regularly lifting oacs greater than 20 kg a 
number of times in the day, and doing more than 2 hours of repetitive movements oj^ ng 
any i days work Physiotherapy with the wearing of an elbow strap orthosis and I oca 
corticosteroid injec: ons are effective treatment, as s a lateral r eiease procedure in resistant 


cases 


A 55-year-oid man presents w : ih an acute myocardial Infarction He nas been resuscitated 
arid tnrcmbolysec He now mentions he has been fee ing unwell r or the last 2 months with 
dyspnoea, malaise, jc nt pains, weight loss and rtermittent fever. H s doctor has recently 
started mm on an aniihypertens ve drug and he has recently experienced palpitations., He 
also gives a h story of patchy numbness over his lower : nbs and arms 

I- s b ooc tests reveal that ne has a mildly raised urea and creatinine eves; his erythrocyte 
sedimentation -ate (ESR; s 8S rrrr n Is: hour, “here s no past h story of intravenous drug 
abuse or of unprotected sex. 

What is the diagnosis? 


A Polymy algia rheum at m a 


B Wegener’s granulomatosis 


C Polyarteritis nodosa (PAN) 

D Rheumatoid arthritis 


E Occult malignancy 


Explanation 

Polyarteritis nodosa 

Thus patient has multisystem nvc vernert Polyarteritis nodosa (PAN) is associated with 
hepatites B anti gen sen is ard s a vasculitis secondary to the deposition o z immune 
comp exes Renal rrnpa rment, hypertension, myocardia infarction, at rhythm as, heart fai ure 
and polyneuropathy are ai knovvn to occur. The diagnosis can be confirmed ov h stological 
exam ration o' biopsy material F rom an affected organ, or by angiographic demonstration cf 
microaneurysms in he pat c intestinal or rens vessels 


A middle-aged ma- with red scaly patches or nis eloows and knees presents w eh pa r n "-■e 
d'sta nterphalaogeaJ .joints. You suspect psoriatic arthritis 

Which one of the following is most strongly linked in men to this condition? 


A Age of onset 20-30 years 

B Occurrence of arthropathy at the same time as the skin lesions 
C Minimal destruction of cartilage and bore 
D In vo vemert mainly of the distal inte^ohalangeal jo rts 

E Occurrence of Bouchard’s nodes n the proximal inte:^ phalangeal jo rts 


A Ag e of onset 20- 30 ye a ''3 


B Occurrence of arthropathy at the same time as the skin lesions 
C Minimal destruct on of carti age and tone 


D I Involvement mainly of the distal interphalangeal joints 


E Occurrence of Bouchards nodes n the proximal interphalangeal jc nts 

Explanation 

Psoriatic arthritis 

The usual age of onset of psoriatic arthritis is 30-50 years - much later than the skin lesions. 
Cartilage and bone destruction may be unusually severe - arthritis mutilans. 

Bouchard's nodes are seen in osteoarthritis. 

DIPJ involvement occurs in 5-10% of patients with psoriatic arthritis, but in men is said to be 
a 'classical' feature of the disease. 




A 55-year-oio wo nan with a chronic disease develops nephrot- ; c syndrome. She undergoes a 
rsrie Oiopsy to establish a diagnosis. Or light microscopy eosinophi ic deposits are seen in 
the mesang -rr cap Nary loops and arteriolar walls. Sta n ng with Congo -ed renders these 
deposits oink and they show green b ne fringe nee under polarised light. 

With which chronic disease is this condition most commonly associated? 


A Ulcerative colitis 


B Bronchiectasis 


C Rheumatoid art h litis 


D Osteoarthritis 


E 


Crohn's disease 


A 


Ulcerative colitis 


B Bronchiectasis 


C I Rheumatoid arthritis 


O Osteoarthntis 

E Crohn’s disease 

Explanation 

Causes of secondary amyloidosis 

The microscopic features are highly suggestive of amylo dos s. This oatient most probably 
has secondary amyloidosis caused by her chronic disease. Rheumato d artiv'tis s the most 
common cause er secondary amyloidosis, in develooing countries it may be associated win 
infectious diseases such as tuberculosis, ororch ectas s anc ostecmyeli: s. 




A 27-yea r-o id woman who works as a choreographer nas rheumatoid arthritis of her hands. 
She is worried that i: may spread to he r feet. 

What is the earliest manifestation of rheumatoid arthritis in the feet? 

A Swelling of the metatarsophalangeal joints 

Ei Broadening of the foot 

C Loss of flexibility of the foot 
D Flattening of the medial arch 
E "'algos position of the ankle 


A 


Swelling of the metatarsophalangeal joints 


E Broadening of the foot 
C Loss of flexibility of the foot 
D Flattening of the medial arch 
E Valgus position of the ankle 

Explanation 

Rheumatoid arthritis in the foot 

Painful swe ling of t^e m eta tarso phalanges .joints Is an early manifestation o' rheumatoid 
artnntis The foot then becomes broader and a nammer-toe deform ty Develops M d- anc 
hind-foot rheumatoic arthri: s causes a flat mec al arch ard loss of flexib lity of tne foot 




A 3 C -ye a- -ole: salesman recently returned from Thai and com pi a r ng of redness in his eyes 
and a swe len knee jc rt He says ne nad dysentery 4 weeks earlier, for wh ch he received a 
course of antib otics. There is no r story of oysuria and a routine urine exam nation is normal. 

What additional assessment would be most likely to provide contributory information for 
making a diagnosis? 

A Joint aspiration and culture 

B Blood culture 

C Auscultation of the chest 

D Culture of urethral discharge 


E Histoiy and physical examination 


A Joint aspiration and cuLtune 


B Blood culture 


C Auscultation of the chest 


D Culture of urethral discharge 


E I History and physical examination 


Explanation 
Reactive arthritis 

— his patient has reactive arthritis. Diagnos s of this ccnc tion is usually mace from ni story 
and examination. Arthritis and conjunctivitis may fol ow 4-6 weeks after ger to urinary 
(chlamydial) or gastrointestinal (Shigeiie, Yersinia) nfection The arthritis is typ cally an 
acute, asymmetrical., o we f- limb arthritis No pos tive results w l be obtained from .oint 
aspirates ana oiood cultures r reactive arthritis A normal urha ys s rules out urethritis and 
the uretnra discharge w I be sterile 




An 11-year-olc Asian g rl presents w th a 2-week history of fever, joint pains, malaise and loss 
o' appet te. Swell ng, redness and pa n occurred in the left knee, lasted for 3 days, and then 
settled. The joint sym atoms were pr seeded by an episode of pharyngitis This was foil owed 
by swe ling redness and pain in her eft elbow for i days, followed by simi ar symptoms r - 
her r ght knee At present she has a swollen, tender right ankle No other a b norma ty s 
found or c initial exam nation. 

What is the most likely diagnosis? 


A Sti l J s a sease 

E Rheum at c fever 

Polyarticular juveni e ic opathic arthritis 
D Chi dhooo dermatomyositis 
E Farm ia Meo terranean fever 


Expfanation 

Rheumatic z eve 

Rheumatic fever predominantly affects children aged 4-15 years as a result of a Group A 
streptococcal infection. It is common in the Middle East, [he Far East, Asia, Eastern Europe 
and South America, The arthritis is classically a fleeting migratory polyarthritis affecting the 
large joints. Isolated arthritis is. the presenting symptom in 15-40% of cases of rheumatic 
fever, however. 

Differential diagnosis: 

In Still's disease, the arthritis is usually much more persistent in each affected joint 
In polyarticular juvenile idiopathic arthritis, small joints ana initially involved and fever 
does not occur. 

Childhood dermatomyositis affects children between 4 and 10 years of age. The 
typical rash of dermatomyositis is usually accompanied by muscle weakness. Fever 
and joint pains do not usually occur. 

Familial Mediterranean fever is inherited as an autosomal recessive condition and 
occurs in certain ethnic groups (Arab, Turkish and Armenian populations and 
Sephardic Jews). It is characterised by recurrent attacks of fever, arthritis and serositis. 
Abdominal or chest pain due to peritonitis or pleurisy can occur. 


A S6-year-o d man who "as 3 red, target-shaped rash on his leg. expe- - ences fatigue left 
arm pain and numbness and difficulty using his left hand for gripping He nas also developed 
pain and swelling cf his r ght wrist and left knee. 

Which investigation would be most likeiy to help in making a diagnosis? 


A CRP estimation 


B Blood culture 


C Skin biopsy 


C 1 Antibody Litre for Borrdia burgdorferi 


E Test for rheumatoid factor 


A CRP estimation 


B Blood culture 

C Skin biopsy 


D I Antibody tit re for Borreiia burgdorferi 


E Test for rheumatoid factor 

Explanation 
Lyme disease 

This man has Lyme disease, “he causative organism is Borre.Ua burgdorferi, which s tick- 
borne It usually begins with erythema chror cun nr i grans Th s starts as a sms I papule, 
developing into a slowly enlarging rad ring witn a rs sed border It fades from the centre. 
Malaise, artnra gia neck stiffness and I ympn adenopathy may occur C agnosis 3 serolog ca 
“hese patients test negative for rheumatoid factor, “he other tests would not provide 0 
conclusive diagnosis. 




A 35-year-oid nan preserts with a pa nful, swo le.n left <ree. swol an ankles and right haMux 1 
acutely nflamea eyes and dysuria he was previously we I. except for an ep sees cr 
gastroenteritis 2 weeks previous y. C rn'ea exam nation a sc- reveals a left Achil es tendinitis 
and r ght p antar fasciit s. Radiography demonstrates left sacrc li tis. w th evidence of 
enthesopathy, erosions a no fluffy periostitis, he is HLA-B27-positive. 

What is the most likely diagnosis? 


A Ankylosing spondylitis 

B Arthritis assoc ated w th inf ammatory bowel disease 
C Gonococcal arthritis 

D Reactive arthritis 


b Sero-oegative r heumatoid arthrit s 


Explanation 

Reactive arthritis (formerly Reiter syndrome) 

This c inteal scenario satisfies the diagnost c criteria for react ve arthritis - arthritis, 
conjunctivitis and urethritis fol ow ng an episode of infect ve dysentery. The radiographic 
findings are characteristic for a reactive arthrirs. Reactive arthritis occurs predominantly in 
men, most frequently in the third decade. There is a strong association with HLA B27 (63- 
96% of oatients depending cn case series) 

Treatment ir tne acute stage s with non-stero dal anti- nf a minatory agents. React ve 
arm'tis can also be associated with Chlamydia trachomatis and where there are associated 
urinary symptoms antibiotics shou d be prescribed as we I as non-steroidal anti- 
inflammatory ci'ugs (NS AIDs). 


A business executive o resents wit.n a red-hot, swol sn and very painfj right oig tee Joint 
aspirat on revea s no organ sms but there are numerous neutrophils containing long, need e- 
shaoeo crystals 

What is the probable diagnosis? 


A Septic arthritis 
B Gouty arthritis 

Rheum ato d anhutis 

D Gonococca arthritis 
E Reiter syndrome 


A Septic arthrit 3 


B I Gouty arthritis 


C R h eu m a to d a ft r r iti s 

D Gonococcal arthritis 
E Reiter syndrome 

Explanation 
Acute gout 

“he synovial fluid in cases of acute gout shows increased turb dity as a result of the great y 
e evated ce count <> 90% neutrophils). Long, needle-shaped crystals are seen in the 
synovial fluid and within neutrophils. These crystals s r e negatively birefringent when seen 
under polarised l ght. 

Differential diagnosis 

Joint aspiration in septic arthritis shows organisms n only 50% of cases. Crystals are 
not seen. 

Reiter syndrome s a classic triad of non-spec f c urethritis, conjunct vitis and reactive 
arthritis It is predominantly a c s ease of young men with a male to female ratio of T5:1 
Rheumatoid arthritis usua y affects multiple joints symmetrically. Erythema s not a 
feature 





A 25-yea r-o d mechanic complains of stiffness a no !ow back pain that is worse in the 
mornings. He is HLA B27-positive A provisional d agnosis of anky osing spondyl tis s made. 

What would be the most characteristic Ending on an X-ray of the lower spine? 


A Narrowing of a sc space 

B Su ben on oral bony sclerosis on the l ac s des of the sacro liac joints 

C Os tec o hy t& f o r n a : : o n 

D Spondylolisthesis 


E 


Osteoporos s of trabecula r bone 


A Narrowing of d sc space 


B I Subchondral bony sclerosis on the iliac sides of the sacra iliac joints 


C Osteophyte formation 
D Spondylolisthesis 
E Ost eop o ros s oft ra bee u ; a r do ns 

Explanation 

X-ray changes in ankylosing spondylitis 

The X-ray in early ankylosing spondylitis may show subchondral bony sclerosis on the i ac 
sides of me sacra liac jo nts. Narrowing of the disc space is typ es ly seen in patients with a 
pro apseo ntervertebral disc. Spondy olisth.es s is slippage of one verteorai body over 
another as seen on X-ray. Osteophyte formation (sy ndesmophytes) occurs ater and may- 
cause bony ankylosis and permanent stiffening 




A 79-year-old woman who drinks 30 units of a coho I per week presents with a red, hot 
swollen ankle. 


Which of the following investigations is most useful with respect to confirming a definitive 
diagnosis? 

A Blood culture 

B Joint as pi rat on and microscopy 
C Jon: aspiration and cu tune 

D X-ray of tne ankle 

E Serum uric acid levels 


A 


Blood culture 


B I Joint aspiration and microscopy 


C Joint aspiration and culture 

D X-ray of the ankle 

E Serum uric acid levels 

Explanation 

Diagnosis of acute gouty arthritis 

“his patient most probab y has acute gouty arthritis teat may be precipitated by her nigh 
alcohol infa-ce joint aspirat on and microscopy can show the characteristic long, reedle- 
sh a pe c c r y sta is (uric ac c c ry sta Is} tfi at a re n egat i ve I y b i r ef ■' ng en t u nder p ol a ri se c g h : 
Se r jm uric acid levels may actua ly oe low n cases of acute gout 

Septic archrits is rare in the aoserce of ary systemic infection or injury to the jc nt 




A 57-year-old woman with rheumatoid arthritis -as been attending the Rheumatology C inic 
Tor several years You are reviewing ner case notes n orde r to summarise her case for referral 
to a colleague. 


While the presentation and progression of rheumatoid arthritis is variable, what is the most 
common form or course of this condition? 

A Palindromic 

B Transient 

C Remitting 
D Chronic and persistent 

E Rapidly progressive 


A 

Palindromic 

E, 

Transient 

C 

Remitting 

D 

Chronic and persistent 

E 

Rapidly progressive 


Explanation 

Forms of rheumatoid arthritis 

The most typ cat form of rheum a to d arthritis s the chronic persistent type The 
d s ease foi ows a relaps eg and rem tting colts e over many years. 

Monoarticular attacks lasti ng 24-48 hours are cal ed ‘palindromic 1 

In me transient type, the disease is self- imit eg, lasting < 12 months anc eav ng no 

permanent joint damage. 

“hie remitting type is associated with act ve arthrit s For several years that then 'emits, 
leaving m nimaj damage. 

Severe jo nt damage and disab lity occur in the rapidly progressive type. 





A 27-year-old men cot Die ns or gw back pain for some years.. He says he had an episode of 
severe c arrhoea 3 weeks ear ier, and that he has experienced wax ng and waning stomach 
problems that have gone on for e couple of years An X-ray cr the lumbosaca spine shows 
erosion of the lower jo nt margins of toe vertebrae 

What is the probable diagnosis? 


A Ankylosing spondylitis 
B Reactive arthritis 

Gonococcal arthr tis 
D Lumbar cisc prolapse 


E 


Osteoarthrit s 


Explanation 

Ankylosing spondylitis 

“his patient has anky osing spondyl tis (AS) Tne main 'esicn is. spinal anky osis with 
sacroii ac joint Involvement. X-ray of the sac roil a c joints might show squar n-g or the 
vertebrae, erosions c z the apophyseal joints and obliterat on or tie sacro liac jc nts. It may be 
precipitated by an nfection (eg with Yersinia) in genetically predisposed i no i vidua Is (HLA- 
B27 gene). 

Differential diagnosis 

Reactive arthritis is a triad of arthritis, urethr tis ard conjunctivitis that follows 4-6 
weeks after a genitcur nary (ch amyc al) or gastrointestrna (Shigel a, Yersinia 
Ca rr py lob a cte r) nf ect i on . 

Restricted forward on with pain radiating into the buttocks o- down the egs 
(sciatica) characterises lumbar disc prolapse. 

Osteoarthritis is usual y a de gene 'at ve Disease of older age (> 55 years) Osteophytes 
may ee seen in the intervertebra joints n osteoarthritis and the disc space might be 
narrowed 


A 74-yea r -old man has an acutely painfu red and swollen knee, he is suffer ng from 
congestive cardiac fai ure, chronic rerta impairment ard is currently on oigoxin ard 
hjrosemide. A most jT ecent creatinine was measured at 135 micromol/L CRP is s ight y 
e evated and white cei count s normal 

What treatment would be most appropriate for his joint pain? 


A Aspirin 

E Paracetamol 

Colchicine 

D Dicofenac 


E Indometacin 


B Paracetamol 


C I Colchicine 


D Diclofenac 

E Irdonetacin 

Explanation 

Gout precipitated by diuretic therapy 

Given hie history of congestive cardiac failure, it would seem most appropriate to manage 
his acute gout with colchicine. This is associated with less gastrointestinal irritation than 
NS AIDs and is not associated with fluid retention. 




Vo u "S' v i e w 3 21-year-o-a man who suffered Torn St i ' s disea se a s a c h ic 
Which one of the following ere common features of Still's disease? 

A Negative rheum ate d factor 

B Norma erythrocyte sedimentation rate (ESR) 

C Norma C- reactive protein ^CRP) 

D T h ro m b coy to pe n ia 


E Splenic atrophy 


Negative rheumatoid factor 


B Norma erythrocyte sedimentation rate (ESR) 

C Norma C- reactive protein {GRP} 

D Th ro rr □ ocyt o pe n a 

E Sp enic atrophy 

Explanation 
Still’s disease 

Sti I's os ease (which accounts for 10% of cases of juven ie idiopathic arthrit's or JiA) affects 
boys and girls equally up to me age of 5 years; after this point, gids a r e more commonly 
affected AduP-onset St H"s Disease s •a-'e Clinical features ioc .ode ^evet macuiopapular 
rasn, mya gia and genera sed lymphaoenopathy Hepatosp enomegaly, pericardii s anc 
p eurisy also occur. Laboratory tests revs a ,- aised erythrocyte s.eo mental on 'ate (ESR) and 
C- react ve protein (CRP) : . neutrophil a and thrombocytosis, though autoant bodies are 
negative 




A 44-year-old woman cosmpla ns of tiredness and lower limb joint pains. 


Which one of the following joint findings is most suggestive of an inflammatory rather than 
an osteo arthritic cause of joint pain? 

A Swelling and warmth 

B Crepitus 

C Bony articular enlargement 
D Instability 
E Painful range of motion 


Swelling and warmth 


B Crepitus 

C Bony articular enlargement 
D lr stability 

E Pa i nf u I range o f mo ti on 

Explanation 

Inflammatory arthritis vs osteoarthritis 

A swollen ard warm joint is more I kely to be affects c oy an inf ammatory arth^tis if an 
by osteoarthritis. 

“he presence of synovial f uid is more commonly associated with inflammatory arthrit s 
than with osteoarthritis 

Warmtn suggests some degree of nflammat or 

Osteoarthritis is typ es ly assoc ated with bony joint enlargement n response to 
cartilage and subchondral bone injury. 

Painful Joint movement join: crepitus and jc nt nstab I ty car occur in doth an 
inf ia m m ato r y a n d a n oste cart h r itic j o ' nt 



A 30-yea '-ole woman with long-standing Raynaud's phenomenon develops tightness 3rd 
swei ing of her nngers associated w th t g fitness around her mouth. Stood tests snow: 
haemoglobin 10.1 g/dl and mear corpuscular volume (MCV) S7 fl. Anticentromere antibodies 
are positive. 

What is the probable diagnosis? 


A S yste rric lupus e ry t heme tosu s 

B Pr m a ry Sj e g re n s y n d rom e 

C Systemic sclerosis 
D Po ymyalgia rheumai ca 
E Polymyositis 


Explanation 

Systemic sclerosis 

Systemic sc erosis can be c assined by :ne presence c" !im tec or diffuse c sease 
Limited cutaneous systemic sclerosis 

This, was formerly cai sc the CREST syndrome {calc nos is. Raynauo's phenomenon, 
oesophageal dysnnoti icy, sclerodacty y anc telangiectasia). It s characterised by the early 
development c‘ Ray naud's phenomenon many year's before the onset of skin changes. The 
immune marker of" this o sease s the articenfcmere antibooy. 

Diffuse cutaneous systemic sclerosis 

Here the skin changes Develop earlier and are associated with earl oj nonary and rena 
o sease Tnese can oe accompaniec by gastrointestinal and care ac involvement The 
presence of ani -Sc antibody (in cases) s characteristic 


A 23-year-o d nan with seropositive rheumato d arthritis s p ann ng to start a farm ly 
Which one of the following drugs would be safest to prescribe to help control Iris disease? 

A Sulfasalazine 

B Methotrexate 

C Leflunomide 

D Prednisolone 

E Cyclophosphamide 


A 23-year-o d man with seropositive rheumato d artnrtis 3 p arm ng to start a family 
Which one of the following drugs would be safest to prescribe to help control his disease? 


A Sulfasalazine 


B Methotrexate 


C Leflunomide 


D I Prednisolone 


E Cyclophosphamide 

Explanation 

Anti-rheumatoid drugs and fertility 

Sul F asaiaz n e causes e transient asp-ermia and cyclophosphamide may r reversibly affect 
male ferti ity Methotrexate ana leflunqmide both inhibit pur ne 'pyr mid ne synthesis (the 
former by inhibiting ^01 ate metabolism.) and are contraindicated in pregnancy or while try ing 
to conce ve. Prednisolone, whi e having many other unwanted side-effects, is a relatively safe 
agent to use F or snort oer ads of t me. 





A 63-year- old man from Ghana presents with backache, lethargy and thirst. His erythrocyt 
sedimentation rate (ESR) 3 raised with normocyte normochromic anaem a. 

What is the most likely diagnosis? 


A Multi ole myeloma 
E Osteoporosis 
C Osteoarthritis 
D Pagefs disease 0 " bene 

E Calcium pyrophosphate arthropathy 


Explanation 

Multiple myeloma 

Multiple myeloma is a malignant proliferation o* plasma cells. It is more common in Afro- 
Caribbeans. Lytic lesions in the bones cause bone pain, fractures and hypercalcaemia, which 
results in lethargy and thirst. 

Differential diagnosis: 

Paget's disease classically presents with bone pain, bone deformity, deafness and 
pathological fractures. 

Calcium pyrophosphate arthropathy (CPA) or chondrocalcinosis particularly targets 
the knee joint. Anaemia is not a feature. 

Anaenua is not a feature of CPA or osteoarthritis. 

Osteoporosis is rare in men at this age unless associated with hypogonadism. Again, 
anaemia and a raised erythrocyte sedimentation rate (ESR) are not seen in 
osteoporosis. 


A 31-year-o d woman complains of pa n n the f rge r s oh ooth hands 


Which additional clinical and/or immunological finding would be most likely to be found if 
rheumatoid arthritis is suspected? 

A Subcutaneous nodules 

B Antinuclear antibodies 

C Rheumatoid factor 
D Crepitus 

E Entrapment neuropathy 


A Subcutaneous nodules 


E A nt n uc I ea r anti b o o es 


C I Rheumatoid factor 


D Crepitus 

E Entrapment neuropathy 

Explanation 

Early signs of rheumatoid arthritis 

Rheumatoid factor is found in 70 % of patients with rheumatoid arthritis. Subcutaneous 
nodules occur in 25%, while antinuclear antibodies are seen in 30% of cases. Entrapment 
neuropathy (eg carpal tunnel syndrome) is less common but is known to occur in cases of 
rheumatoid arthritis. 

Crepitus is a characteristic finding in osteoarthritis. 




A 34-year-o d woman w th ong -standing rheumatoid arthritis is founc to have anaem a. 
Blood tests show: haemoglobin 10.5 g/dl (normal range 11.5-16.5 g/dl). mean cs 
haemoglobin (MCH) 30 pg (28-32 pg), mean cell haemog ofc r concentration (MCHC) 
37 g. dl (32-35 g/dl), mean corpuscj ar volume (MCV) 94 f (80-96 ~\\ white ce count 
(WCC) 7.5 * IQ 9 ,/ <4-11 js 10-/0 and p ate e:s 175 x 10 9 /1 (150-400 * 10 9 /l> 

What is the most common cause for this condition? 


A Non-steroida anti- nf ammatory drug (NSAID) ngestion 
B Fe ty syndrome 

C Chronic disease 

D Disease- mod ikying anti-neumatoid drug (DMARD) treatment 

E Haemo ytic anaemia 


A Non-steroid a anti -inflammatory drug (NSAID) ngestion 

B Fe ty syndrome 


C I Chronic disease 


D Disease-modi Tying anti-rneumatoid drug (BMARD) treatment 
E Haem otytic a n a em ia 


Explanation 

Anaemia in rheumatoid arthritis 

Anaem a in patients w th rheumatoid arthritis is usually the norrnocytic normochromic 
anaemia of chronic Disease. 

Iron deficiency can occur as a result of g astro in test in a blood loss from non-steroidal 
anti-inflammatory drug (NSAID) ingest on or haemolytic (Coombs'- positive) anaemia 
Pancytopenia occlts in Fe ty syndrome o r as a complication of disease-modifying anti- 
rheumatoid drug (DMARD) treatment. 





A 26-yea -'-ole woman presents with a malar rash, photosens tivity ard arthralgia. On 
exam ration sne n as oral ulcers and her urine dipstick shows haematuria and proteinuria. 


Given the suspected diagnosis, which antibody would be particularly specific for the 
disease? 

A A nt i n ucl ea r a nti b o d y 

B Anti-dsDNA antibody 
C Anti mitochondria I antibody 

D R h eu m a to d fa cto r 


E Nuclear U1 ribonuoteoproiein (PNP) 


Explanation 

Anti-dsDNA antibodies 

Lave s of ant body to double- strati dec DNA (anti-dsDNA) are particularly jsshj : . This test is 
v rtual y specific for systemic lupus erythematosus, especially if the rr rr jnoglobu ns a r e of 
the IgG isotype. The anti-dsDNA result is usually quantified and this va ue is a measure of the 
activ ty c : the o sease 

Anti-UI RNP antibodies a p e associated with mixed connective t ssue disease 
Many no v duals are low titre antinuclear ant body posit ve, such tnat whi st it is 
associated with SLE, it isn 't specific for the disorder 
Antimitochordria' antibod es are associateo with orima r y b I i ary c rrhosis 


A 3 C -ye a ■'-ole: man o resents with ma aise, fever, backache ana joint pa ns of 1 week's 
durat on On exam nation, arthritis : s present asymmetrical y in the lower mbs, involving the 
knees, one arMle end some metatarsophalangea and toe joints. A"' eye examination reveals 
conjunctival congestion and there s a vesicu ar crust ng lesion on his left sole. Investigations 
reveal erythrocyte sedimentation r ate (ESR) 60 mm n 1st hour, C- reactive protein (CRP) 50 
ng/’i; rheumatoid factor is negative and HLA B27 is positive. 

Which one of the following is the most likely diagnosis? 


A R h eu m a to d a rth r it i s 

B Gout 

Reactive arthritis 
D Psoriatic arthritis 
E Ankylosing spondylit s 


Explanation 
Reactive arthritis 

The spondyloarthropathies share common clinical features ario I- LA 327 positiv ty. 
Rheumatoid factor is usually negative Th s group of ci seases includes 

Ankylosing spondylitis 

Reactive arthritis (formerly known as Reiter syndrome) 

Psoriatic arthritis 

. . 

Entehopathic arthritis 
U -i d i f f e re nt i ate cl a rt h ri :i s 

Clinical features of reactive arthritis 

Patients w th reactive arthritis may have nad a prodromal infection 1-4 weeks before its 
onset usual y with Shigeffa, Salmons Ha, Ye rs inis Campylobacter or Chlamydia spo 
Constitution a symptoms and asymmetric ower imb art hf ids are character 1st c. Skin lesions 
include vesicu ar keetodemia blenrorrhag ca (usually on the pa Sms a no soles) and circmats 
baa nit s on the g ans penis. 

Differential diagnosis 

Psoriatic arthritis s a c ose differential, but me arthrit s is usually in' the upper i mb and 
more gradual n onset The skin lesions n oscas-s are flat -topped plaques w th silvery 
scales, usual y found on the elbows, knees and scalp 

Rheumatoid arthritis usua y presents with gradual-onset symmetrical arthritis. 

Gout is usually acute a no monoarticular. 


A 62-yea f-o I c mar presents to his GP for review, he has severe Gain affecting the right 
shoulder which is worst during the rn idols range o F abduction he is insole to initiate 
abduction of his shou der via active movement although passive elevation is less painful, 
“here are no other ab norma! physical signs 

What diagnosis fits best with this clinical picture? 


A “om rotator cuff 

B Subacromia bursitis 

Supraspinatus tendonitis 
D Adhesive capsulitis 
E Ac ro m ic-c lev cu I a •• j o i m a s r u pt i o n 


Explanation 

Suoraspinatus tendonitis 

Supraspinatus tendon it is is one of the commonest causes of painful restriction of shoulder 
movement across all ages. In 30% of cases there is a definite history of trauma. Fewer than 
5% of cases are bilateral. Pain radiates to the upper arm and is made worse by active 
abduction and elevation. Passive elevation reduces impingement of the tendon and is often 
less painful. 

Supraspinat us muscle is the main one involved in the initial range of abduction, particularly 
the first 15° , and deltoid then predominates increasingly for the remainder of the range. 
Impaired initiation of abduction is therefore typically present. 

Management 

Analgesics or non-steroidal anti-inflammatory drugs (NSAlDs) are the treatment of choice, 
although some patients may require local corticosteroid injection. Around 70% of patients 
improve without physiotherapy over a 5-20-day period. Physiotherapy may aid mobilisation 
in patients with persistent stiffness. 


A 9-year-o d gir presents w th oair and swell ng or the f ngers or Doth hands and wnsts X- 
ray of the hands is norma A blood test s posit ve for rheumatoid factor. 

What is the most likely diagnosis? 

A Still's disease 
B Persistent ol goarthritis 
C Juveni s spondy oarthropathy 
D Polyarticular juveni e ioiopathic a ‘•tr -nt is 


E Psoriatic arthritis 


Explanation 

Polyarticular juvenile idiopathic arthritis 

“he rheumatoid tector-pos :ive fomi of polyarticular juvenile idiopathic arthritis (JIA) occj- 3 
in older q rls, usually agec: over 3 years. “he art h" : t is r iti al I y involves the small joints oft he 
hands, whsts, ankles and feet 

Differential diagnosis of arthralgia in children 

Still's disease o resents with a high-swinging early-evening pyrexia, a rmaculopapu ar 
rash with arthralgia and arthritis, myalgia and generalised lymohadenopathy 
Persistent oligoarthritis main y affects gir s, with a pea< age ncioence at 5 years. 

Uveitis is common in ttvs con a ticn. 

Juvenile spondyloarthropathy affects teenage and youngs* - boys, ma mly man test an 
asymmetric arthritis of :ne ower-lrmb jo nts and enthesitis 

Psoriatic arthritis n c'r lc v en s s miter to the acu t form. Skin lesions can develop long 
a fte r the arthritis. Rheumatoio facto* - s negative tn this cone cion. 


A 57-year-old man presents vvit| prob ems w th cold, olue 'ingertips ana a purpuric rash. H s 
GP is also concerned because a recent faeca occult b oog samp e was reported as posit ve 
Other s gnificart h story r eludes athra gia affecting n s knees, ankles, elbows and wrists. He 
has a history of hypertension, for which ne takes enalapril Or examination re has a b ood 
pressure of 155/85 mmNg. he has cold peripheries and pa pable purpura on examination of 
his skin, “here is ev dence of joint swel ing affecting his knees, wrsts and the sma I jo nts o' 
his fingers Invest gat ons reveal: haemog obi n, 12.1 g/d . wn te ce I count, S.9 x 10- i, p ate ets, 
204 x io 5 /l, sodium 138 mmol I, potassium 4.9 mmol/I creatinine 165 pm pi/ Ur nalysis 
shows blood ++, protein ++ 

Given the suspected diagnosis, which one of the following blood tests is most likely to be 
positive? 


A Anti-nuclear antibody 

B Rheumatoid factor 

C c-ANCA 

D p-ANCA 


E A nt i -sm oot h rr as cl e a nti oo d y 


A Anti-nuclear antibody 


B I Rheumatoid factor 


C c-ANCA 

D p-ANCA 

E Anti-smooth it jsde antibody 

Explanation 

MixGd cryoglobulinaemia 

“he symptoms, clinical examination and invest gat ons d esc ••'bed here are suggest ve of 
mixed cryog lob u inaemia Gastrointestinal oleec ng, g sormerulonephritis aaloabe piroura 
and arthralg a a r e typ ca signs of type II or III cryogloou inaem a Bot h types are associated 
with the presence of IgM rheumatoid factor Where there s evidence of end-organ damage 
at trere is nere, cort costero ds n conjunction with a second- ne agent such as 
eye ophosphamide or azathicorine are the mainstay cf therapy. Non-steroida anti- 
inf am matory cjgs may oe useful n tne management cf arnra gia 




A 33-year-old Japanese ma'i conn pi a ns of •■ecurrent oral and gen tal ulcers as well as painful 
nodules on his snins. In the past he has suffered from recurrent episodes of itchy and red 
eyes and thrombophleait s in his egs. 

What is the most likely diagnosis? 


A Vasculitis 

B Bencet's syndrome 

Pam: ia Men terenean fever 

D Reactive artnrit is 


E Pa i n d r c m c rhe u mat is m 


Explanation 
B eh get syndrome 

Ben get syncs rome is commonly seen in nat ves of Jaoan and Eas: Mediterranean countries It 
is characterised by recurrent c r s and genita j cers arthralgias, erythema nodosum, iritis 
and thrombophlebitis. 


A 27-year-old woman has psoriatic arthritis. 

Which one of the following hand conditions is most commonly associated with this disease? 

A Cutaneous lesions 

E. Tenosynovitis 

C Nail dystrophy 

D Proximal inter phalangeal arthritis 


E Arthritis mutilans 


A Cutaneous lesions. 


E Tenosynovitis 


C I Nail dystrophy 


D Proximal i'nterphalangeal arthritis 

E Aithritis mutilans 

Explanation 
Psoriatic arthritis 

Nail dystrophy (pitt r,g. subungual hyperkeratosis and/or onycho ysis) is most commonly 
seen in patients w th osc a:ic arthritis. Artnriijs mu: ans affects about 5 % of patients with 
this disease. Classic psoriatic arthritis involves the distal nterpnalangeal .oincs Cutaneous 
lesions may be mild or may Develop a^ter :-e arthrit s. 





A 65-yes old woman presents with a 1-month History of weakness in the hip reg on and 
ina oil ty to walk or get up from a coa : r. Op examination t-ere is wasting of the pelvic c rdle 
muscles She has also develooeo a purp e ci scoloration of [he eyelids. You suspect adult 
d er m atomy os itis. 

Which one of the following investigations will be most helpful in the diagnosis and 
management of this condition? 


A A raised E5R 

E Presence of rheumatoid factor 


Presence of antinuclear antibody 


D Myositis-specific antibodies 


E Raised serum creatine phosphokinase 


A A raised ESR 


B Presence of rheumatoid factor 


Presence of antinuclear antibody 


D Myositis -specific antibodies 


E I Raked serum creatine phosphokinase 


Explanation 

Investigation of dermatomyosttis 

Serum creatine phosp ho kinase, aminotransferases anc aldolase are usually raised and are 
useful gu des to the act v ty c' the c sease A ra ssd erythrocyte sedimentation rate (ESR) is 
a response to any Inflammatory reaction r the body. In this condit on. the ESR s raised in 
about 5% of cases Antinuclear ant bodies, myositis-specific antibodies and rheumatoid 
factor B f e rot present in al cases of dermatomyositis and so are not helpful r me diagnosis 
or management of this condition. 





A 35-year-oid woman who suffers from rheumatoid arthritis attends the Rheumatology Clinic 
comp aiding of marked episoa c pain n ne^ right hand Rhys cal examination revea .5 a loss o~ 
p n, prick sensation in the ha no Tnere is ting I ng and numbness nvolv no the rhumb, index 
and middle fingers. You suspect median nerve compression. 

Winch one of the following clinical findings is most commonly associated with this 
condition? 


A Wasting of the interosseous arid hypothenar muscles 


Severe cubitus valgus 


C Loss of sensation in the lateral palmar aspect 


D Swelling on the back of the hand 


E Positive Tin el's sign 


A Wasting of the interosseous and jhypothenar muscles 


E. Severe cubitus valgus 


C Loss of sensation in the lateral palmar aspect 


D Swelling on the back of the hand 


E I Positive Tin el’s sign 


Explanation 

Carpal tunnGl syndrome 

“his woman most prodaoly nas carpal tunnel syndrome which is due to corn press ion o- the 
m ed i a n n erve as t p a ss es j n o e r the f I exc ret i n a cu j m P re g nan cy, t h e ora c o nt ra ce pt i ve 
p II, myxoedema and rheumatoio arthritis can a I exacerbate compress on Tapping the 
median nerve in the carpa tume reproduces tingl ng and pain - xnown as Tin el’s sign 
Lateral oa mar sensation is soared n caroal tunnel syndrome as its supply, me palmar 
cutaneous branch of the median nerve, does not pass through the carpal tunnel. 

Differential diagnosis 

Wasting of the interosseous and hypothenar muse es occurs in uinar neuritis Tnis can occur 
following a chile hood supracondy ar fracture mat results n severe cubitus valgus and 
consequent friction of the u nar nerve. Swell rg on the back of the hand and wrist occurs n 
donsal tenosynov tis, which s usual v assoc ated w th rheumatoid arthritis. This is not 
associateo with symptoms of median nerve compression. 




A 5-year-olc girl co nr plains o = progress 'vel;. increasing severe pa n r ner left hip and upper 
leg for the last week. She is sole to we k with a limp. On examination mere is extreme 
tenderness over the upper thigh. The hip joint is not swcl en. Blood tests snow 1 : white cell 
count <WCC) 18 x 1Q 9 A erythrocyte sedimentation rate (ESR) 87 mm r 1st hour and C- 
re active prate n (CRP) 110 mg/ . X-rays and ultrasound scans of the hip a ,- e normal. 

What is the most probable diagnosis^ 

A Osteomyelitis 
B Septic arthritis 

C Ewing’s tumour 

D Lumbar disc prolapse 


E Pert he’ 5 disease 


Explanation 

Osteomyelitis 

“his girl has osteomyelitis cf the -'smur. X-ray changes s r e not apparent for a few days but 
[hen snow haziness and loss of density of the affected done followed oy subperiosteal 
reaction a no ate 1 ' sequestrum and nvolucrum. A rot oa nful, swol en joint usually 
accompanies sept c arthritis. 

Differential diagnosis 

Ewing's tumour is a malignant sarcoma found most commonly in the diaohysis of long 
bo'ies in children. Pain and swel ing of the affected bore are characteristic features X- 
rays show de struct on and concentric layers of new bene formation. 

A lumbar disc prolapse presents with pain n the lower back that can radiate into a 
buttock or down the eg The white ceil count anc the erythrocyte sedimentation rate 
(ESP) and C- r eac: ve protein (CRP) eve s won d be rormal in this condit on 
Perthes 1 disease : s osteocnondhtis of me ep physis cf the femoral head. Early x-rays 
show w der ng of the joint space Later there is a decrease in the s ze o* the nuclear 
femoral read with patchy density. The wh te cell count and ESP and CRP levels are 
ur affected 


A 30-year-olc womai being fol owed lp for we II -controlled systemic up us erythematosus 
(SLE) srd or ow-dose stero ds (predniso one 5 nrg/day), was noted to have ana evated 
creatinine oy her GP Investigations revealed: erythrocyte sedimentation rate (ESP; 20 rrm n 
let hou r . antibodies to doub e- stranded DNA (dsDNA) -ve, and antinuclear antibody (ANA) 
titre 1:80. Subsequent invest get one, Including a kidney biopsy, revealed World Health 
Organisation (WHO) class II disease (mesangia upus nephritis), 

Which one of the following would be the ideal treatment in this case? 


A No treatment needed 

E High-dose glucocorticoid pulses 

C H gijvoose glucocorticoid pulses - i h tr a ve nous cy cl o p ho sp h am i ere 

D H gh-cose glucocorticoid pulses + intravenous cyclophosphamide + azathioprine 


E Ent rave no us c yc o ph os p ha m i 0e a o ne 


No treatment needed 


B H gh-dose glucocorticoid pulses 

C H gh-cose glucocorticoid pulses - intravenous cyclophosphamide 

D H gh-dose glucocorticoid pulses - intravenous cyclophosphamide + azachioprfne 

E I n t rave no us eye o ph os p ha m i de a o ne 

Explanation 

Treatment of SLE nephritis 

“reatment o r " systemic lupus erythematosus (SLE) nephritis is based on the class of disease 
determ ned by renal biopsy and on c sease activity. 

Wor d Health Organ sat on (WHO) disease class f cation 


! 

Minimal change (normal on light m croscopy) 

11 

Mesangial 

III 

Focal segmental proliferatsve 

IV 

Diffuse pro iterative 

V 

Membranous 

VI 

Glomerulosclerosis 



Patients w th class ! or c ass II disease nave an excel an: prognosis and usually do rot 
require treatment. 

Class III a no class IV disease (prol fe rati vs nephritis) and class V reprint s a-'e treated 
with high-dose steroids a no adjunct ve cyclophosphamide. Azath o prime a no 
roycopnero ate mofetil have also oeen found to be effective 
Class VI nephritis is advanced disease and is usually not treated. 

A low erythrocyte sedimentation rate (ESR) ana nega: ve dsDNA (double -stranded DNA) 
antiooci es indicate inactive disease. 


A 2 6 -yea '-ole woman presents 'with a symmetrical small -joint polyarthrit s, suspicious o* 
rheum a to d arthritis which nas rap dly increased in severity over the last 3 months. She 
comp ains of morning stiffness on getting jo for about the urst hour of each morning a no s 
having orob ems us ng her computer keyboard at her off ce. 

Or exam nation she has evidence o" an act ve synovitis affecting ner -wrists and the small 
jc nts of ner hands She has limitec movement of her elbows because of oain. Invest. gat ons 
show: haemoglobin 12,7 g/dl, wnite ce count 3,3 * 10 9 /l : platelets 212 x ID 9 / sod um 141 
rnmol/l, potassium 4.6 mmcl/l, creatir ne 95 p.mol/1. Rheumato d factor s negative, anti- 
eye ic c trull mated peptide (anti-CCP) antibodies a r e oositive 

Which one of the following factors is associated with the poorest prognosis? 


A Young age 

E Male sex 

C Anti-CCP positivity 

D Acute onset 


E Negative rheumato d factor 


A Young age 


B Kale sex 



D Acute onset 

E Negative rheumato d factor 

Exptanation 

Prognostic factors in rheumatoid arthritis 

Patients w th rapid onset of rheumatoid arthritis appear to have a greater chares of 
remission so the relatively acute enset seen here is rot a poor prognostic inc cater Feme es 
tend to do worse than me es with ■■heumatoic arthrit s, arc patients who accj r 's rheumato d 
art-i'- tis at a younger age appear to do better than c de r patients With respect to antibodies 
c re c ted against citrullinatec peptide (ant i-CCP antibodies), patients who a r e anti-CCP- 
positive, even those with rheumato d 'actor negativity, do worse w th respect to.oint 
erosions and deformity. 




A 62-yea ■'-ole woman presents with severe pain and stiffness n her shoulder muse es and 
pelv s for the past 3 weeks that is worse n the mornings. Her erythrocyte sedimentation, rate 
(ESR) '3 raised. 

What is the moat likely diagnosis? 


A Polymyalgia rheumatics 

B Polymyositis 

Pseudogout 

Psoriatic arth litis 


E Rheumatoid arthritis 


Explanation 

Polymyalgia rheumatica 

Stiffness aching and pa n n the muscles of the neck, shou ders, back, hips and thighs 
characterise the polymyalgia 'heumatica sync-ome It s a horn of giant-cel' arteritis, “he 
diagnosis is made from the ni story and s yin atoms. The erythrocyte sed mentation ’ate (ESR) 
is almost always remarkably nigh £> 40 mm in 1st roaO- 

Differential diagnosis 

Symmetrical p'oxrral muse e weakness resulting from muse e inflammation is seen n 
polymyositis, but oam is usually not a feature 

Pseudogout is the deposition of ca cium pyophosphate crystals in a jo nt that is 
already affected by arthritis. This is a nan-inflammatory reaction so the erythrocyte 
sedimentation nate 'S no: ra sed 

Psoriatic arthritis occurs in 20% cr people w th pso j ' as:s. It affects mainly the distal 
inte^phalangeal jc nts. 

Rheumatoid arthritis common y affects the smail joints o F the wrist nands a no feet. 
Shoulder anc pelvic nvc vement s rare and muscle weakness and tenderness is not 
seen. 


In a aopulation of 20 000 how nary people would rave rheum a to d arthutis in the western 
world? 


A 1400 

B 1000 

C 200 

D 100 

E 50 


A 


1400 


E, 1000 


C 200 


D 100 

E 50 

Explanation 

Prg ■ a c g gf - he Limatc It a thj l e 

The prevalence of rheumatoid arthritis has been consistently assessed as being between 
0.8% and 1.1% cf the adult population in cross-sectional studies in the United States and 
Western Europe, and translates into a higher prevalence in the elderly female population. 
Lower rates of 0.2- 0.3% have been reported in China and Japan. 




A 40-year-old man is be ng eva uateci for recurrent mild haemoptys s. -e g ves a h story of 
recurrent sinusitis. Blood investigations show naemog ofc n 12 S g/cl, white cell couni 8.9 * 
10- I, erythrocyte see mentation rate (ESR) SS mm n 'st hour area 10 mmol/, creatinine ISO 
pmol/l a"d act ve seo Tents in :ne ur r e. “he cytoplasmic antineutroph i cytoplasmic 
antioociy <cANCA) is positive and the chest X-ray shows multiple cavities in both «rg fields. 

Which of the following statements is correct regarding his condition? 


A Upper respiratory tract oiopsy is likely to show vasculitic changes 

B Granulomas are a ways seen in a rena biopsy 

C Lung biopsy nas a high d agnostic yield 

D c-ANCA is highly specific in active disease, but s not sensitive 


b c-ANCA is a useful marker for mon toning d sease relapse 


A Upper respiratory tract biopsy is likely to snow vascu-it c changes 


E Granulomas are a ways seen n a rena biopsy 


C I Lung biopsy has a high diagnostic yield 


O c-ANCA is highly specific in active disease, but is not sensitive 

E c-ANCA is a use r ui marker for mor toring disease relapse 

Explanation 

Wegener s granulomatosis 

Wegener's granulomatosis is a clinicopatho og cal entity characterised oy a triad of 
involvement of the upper respiratory tract lower respiratory tract and kidneys, and is 
associated with a raised cytoplasmic antineuf'oohiil cytoplasmic antibody (cANCA) serology. 
Ip active Wegener's disease with re n a‘ involvement, cANCA s highly sensitive anc specific. 
However, after d sease remission, it may remain elevated '"or years anc s nor useful in 
eva uating patients for relapse. 

Pathological findings 

Biopsies of the 

upper respiratory tract show granulomas out net vasculitis 
lung show granulomas and vascul tis 

kidney show vasculit 3 ano g omeru oneph r tis and occasion: granule mate formation, 
although t is glomerulonephritis which s the com nant feature 




A 40 -year-old woman attends the Rheumatology C nic comola r ng of marked intermittent 
pain in her right na^d. Rhys cal examinat on revea s a loss o‘ pinprick sensation in the hand, 
main y affect eg the thumb ano rdex finger There is tingling and numbness involving the 
thumb, index and middle f ^ge'S. 

Given the likely clinical diagnosis, which of the following clinical features is most likely to be 
noted with this condition? 


A “ingl ng and pain in the media half of the pa m 
B Pain aggravated if the wrist is hyperextended for 2 m nutes 
C Pain relieved by repetitive actions of tee nard 
D Pa r. occurring mainly during tne day 
E Pain an the forearm eric hard mainly at n-ght 


A ingf ng and pain in the media half of the pa rn 


B Pain aggravated if the wrist is hyperex tended for 2 -minutes 
C Pain relieveo by repetitive actions of me nard 
D Pa n occurring mainly during the day 


E I Pain in the forearm and hand mainly at night 


Explanation 

Carnal tunnel syndrome 

Tingling and pain in the medial half of the palm is typical of ulnar neuritis, this option is 
therefore false. Pain due to carpal tunnel syndrome is especially common at night and after 
repetitive actions. Pain commonly involves not only the wrist and hand but also the 
forearms, along the distribution of the median nerve (rarely extending even further up the 
arm to the shoulder). Phalen's test consists of holding the wrist hyperflexed for 1-2 minutes, 
which reproduces the symptoms. 




A 54-year-o d woman compla ns of severe right shoulder pain that is loca sed ma n v to the 
mio-humerus but also if felt diffusely around the anterolateral shoulder. The onset was 
sudden and no: precipitated by trauma. Physical examination reveals limited abduction with 
po nt tenderness over the subacromial bursa and the greater tuberosity of the humerus. A 
rad o graph revea s a i near calc f o density in the supraspinatus tendon. 

Which one of the following statements fits best with the underlying condition? 


A The calcific density Is most likely calcium urate ciystals 


B The calcific density Is most LikeLy calcium hydroxyapatite ci-ystals 


C Trauma is the commonest cause of calcific tendonitis 


D Commonest age of presentation is below 4D years 


E 


Physiotherapy is of no value in managing the condition 


A The calcific density is most likely calcium urate crystals 


B I The calcific density is most Likely calcium hydroxyapatite crystals 


C Trauma is the commonest cause of calcific tendonitis 

D Commonest age of presentation is below 40 years 
E Physiotherapy is of no value in managing the condition 

Explanation 
Calcific tendinitis 

“he clinics features and rad ographic pattern a r e characteristic of calcific zerdiniis, an 
extremely common rheumatic synorome characterised by deposits of hydroxyapatite 
crystals within injured rotator cu^f muscles near the humeral attachment region. It most 
commonly involves the sup rasp natus ten con cut t r e inf rasp natus a no subsea pu laris 
tendons may a so be involved. 

Patients usually respond to therapy with non-stem da anti-inflammatory agents anc 
pnys other apy might oe useful The tendinitis normally improves over the course c-‘ 4- 
6 weeks. 




A 20-year-old mar presents with a raised red a no scaly lesior on his glans penis, red 
d scoloratien and oain in both eyes, and pa r and swel ing right knee Over the past 
re* days he sas noticed painless reo plaques on his sards and ~eet. A diagnos s of react ve 
arthritis s suspected 

Which clinical feature best supports a diagnosis of reactive arthritis? 


A H story of a flu-like I ness 4-6 weeks prior to symptoms 

B P -es e n ce o f re rato derma b e n o rn a g i ca 

C Fami y history of j cerative co i: s 

Positive gonococcal cj-ture c z urethral d scharge 
E Arthfit s affect ng the upper i mb jo nts 


A I- story of a flu- ike 1 1 ness 4-6 weeks prior to symptoms 


B I Presence of keratcderma blenorrhagica 


C Farm y history of ulcerative cositis 
D Positive gonococcal cj cure of urethral d scha- f ge 
E Arthrit s affect ng the upper I mb jo nts 

Explanation 
Reactive arthritis 

Rs ter syndrome (now more commonly called reactive arthritis) : s a triad of urethritis, 
arthritis and conjunctivitis, which fo ows 4-6 weeks after a genitou' nary (ctiiamyoial) 
infection ’Reactive arthritis’ is the term given to arthritis fo lowing g astro ntestinal (scigeia. 
Yersinia) infection Keratoderma b ennorrhagica (brown aseptic abscesses on :ne soles ana 
palms) may occur. Ulcerative colitis nay give se to enteropathic arthritis. A urethral 
discharge in Re ter syndrome is usual y sterile. Tre arthritis common y affects the knees, 
ankles or feet. 




An 11 -yea '-o I o ooy weigh ng 70 kg presents with Ihn tation of aoductior and interna rotation 
on the hip. There is tenderness in Scarpa's triangle on exam nation. On f exiog the h d, 
external rotation of the :imo occurs 

What is the most likely diagnosis? 


A Perthe’s disease 


B Slipped upper femoral epiphysrs 


C Transient synovitis of the htp 


D Tuberculosis of the hrp 


E Juvenile spondyloarthropathy 


A 


Pert he’ s disease 


B I Slipped upper femoral epiphysis 


Transient synovitis of the hip 


Tuberculosis of the hip 


E Juvenile spondyloarthropathy 


Explanation 




Explanation 

Tho painful hip in a child 


Slipped upper femoral epiphysis, tne correct answer ■'ere, is displacement of the 
proximal femoral ep physis. The d nectson of slip s always posterior and often medial 
The change in range of hip motion is usually diagnose c. 

Perthes 1 disease s osteochondritis of the heao of the femur, which can be related to 
avascular necros s of the hip; it occurs mainly n ch crer aged ^-10 years and usually 
presents w'th a pa ° ess limp. On exam nation, the on y striking sign is moderate 
limitation of all hip movements, with pain and spasm if movement is forced 
Transient synovitis of the hip is a oenign, non -traumatic self- limiting d sorder that 
mimics septic arthritis. Tne cause s unclear, but it can be associated with immune 
responses to vira* and bacteria antigens at the synovial membrane. The hip is usually 
held in f exion abduction and external rotation. The joint s very pa info and resistant 
to movement. 

Tuberculosis of the hip is rarely seen in the IT Young adults are usual \ affected. The 
joint s swollen and red Tne pain is mi d. There may be a sinus discharging pus or a 
palpable abscess. Movements of the h p are not nrspa red 

Juvenile spondyloarthropathy affects teenage and younger coys, ma n !y producing an 
asymmetric art hut is of lower-limb joints and entries ibis. It s assoc a ted with HLA B27 
and an increasec ■" is k of acute anterior jveit-s. 


A 60-yesr-c d patient has been complaining cf a 1-month n story of genera ised headache 
malaise and fever. He has also not ced sca : p sensitiv ty while brushing h s hair. 

What is the most likely diagnosis? 

A Transient ischaemic attacks 

B Migraine 

C Giant-cell arte litis 

3 Intracranial tumour 


E Systemic sclerosis 


Explanation 

Giant“Celf arteritis 

“he o agnosis of g ant-cell arteries ce pends on clinical suspicion n ess typ ca cases. As. 
with posy my a gia rheumatica, the onset car oe era mat ic and the cond tion a ways becomes 
fu y developed ove r a oer od of only a few weeks, a though the delay r diagnosis can be 
months. 

Clinical features 

“hie ma aise, fever and anaem a are simi ar to those n polymya gia rheumatica; the 
d fferences are in the vascular symptoms. The majority of patients have temporal features, 
with headache, sea p sens it vity and tender, thickened arteries; the c ass c nodular, red 
streaks are unusual. Overwhe ming genera sed headache and the feared complication of 
irrevers ole loss of vision are more -ead ly recogniseo 

“he clinica features isted emohas se developing arteritis A w de rsrgo c s cranial 
manifestations reflects the revolvement of larger arteries with an interna 1 elastic lam rs n the 
face, neck and bra n base, but not in the cerebral vessels. They inc ude headache, scalp 
tenderness, sk n necrosis, jaw claudication while talking or chewing tongue pain and 
claudication, a no face and neck pa r with nerve damage 

“he visual manifestations, which include b umed vision, amaurosis fugax, trans. ent a no 
permanent blindness, dip opia and visual na luci nations, are caused by ischaemic changes in 
the c liary arteries causing optic neu :r 'tis or infarction, witn a smaller numoer of cases due tc- 
thrombosis of the central ret nal artery. 


A 7-year- old boy com o la ns of having intermittent - p pe n for severe months. 
Haemafplog ca invest get ons are normal. X-rays show f a::er ng of the fen-oral head. 

What is the most probable diagnosis? 


A Pyoger c arthritis 

B SI pped upper femora epiphys s 

C Fractured r emur 

D Osteogenesis m perfects 


E Perthe's c sease 


D Osteogenesis imperfecta 


E I Perthe's disease 


Explanation 

Hip pain in a child 

Perthes 1 disease is osteocnoncdtis of the femoral head, anc t affects children oetween 5 aoc 
11 years of age It oresents with pain n the h p or -cnee ano causes a I mp. Or examination ail 
movements at the nip are I mited. Early X-rays show widening of the joint space Later there 
is decrease in the sze cr the nuclear femoral nead with patchy density. Later still there nay 
be collapse and deformity of the femoral head with new bone format or. T n e white ceil 
count, erythrocyte sedimentation rate (ESP) ano C-re active orote r <CRP) levels are 
ur affected 

A pa nfu| p hot, swol e-o jo nt w th ncreased synovial fluio. ndicateo by the widened joint 
space on X-ray, is characteristic c : pyogenic arthritis The wh te ce count, ESR ard CRP 
levels will be high in this condition 

Slipped upper femoral epiphysis affects children aged 10-16 yeans. Some 20% are b aterai. 
About half the patients a"e obese and nypcgonadai. Or exam nation flexion, seduction and 
media rotation are Irmi tec The upper femoral epiphysis s d sp aced from ts norma pos ticn 
on the femoral neck. Displacement s always downwards and backwards so that the 
epiphysis comes to i s at the oac- of toe femoral neck 

Osteogenesis m perfect a is an autosomal com na nt disorder t r at results in br ttle, fragile 
bones that ""racture eas y. X-rays revea many fractures and translucent oones There is no 
history of trauma or rao o graphic evidence in this case to suggest a fra cum of the femur 





A 5-yea f-o Id girl presents with a 10- week History cf pa : n in both knees anc; -edness and pain 
in both eyes Roeumatoic factor s negative but anti nuc ear art 'body rests are positive 

What is the most probable diagnosis? 


A Extended oligoarthritis 

B Polyarticular juvenile idiopathic arthritis 

C Systemic arthritis 

D p e rsiste n t ol igoart h litis 

E Enthesitis- related arthritis 


Explanation 

Persistent oligoarthritis 

Persistent ol goarthritis is the most common form of ,jven !e ia opatmc artlm tis (50-60%). 
Four or fewer jo nts are affected, especially the knees, armies and wrists. G rls, with a peak 
age incidence of 3 years, are most commonly affected. Uveit s is common n cMcren w th 
positive antinuc ear antibodies. 

Differential diagnosis 

Extended oligoarthritis is usua ly antinuclear antibody- and rheumatoic factor- 
negative 

Polyarticular juvenile idiopathic arthritis affects oioe>' girls (> 8 years of age). Arthritis 
commonly involves the small joints c s the hands, wrists, ankles and feet. 

Enthes iris-related arthritis (juvenile spondyloarthropathy) usually affects teenage 
boys, caus ng asymmetric arm-' tis of the lows r - 1 1 mo joints and associated w th acute 
anterior uve tis 

Features of systemic arthrit-s (Still's disease), such a fever, lym phacenopathy and 
hepatos piece mega y a-e not seen n th s case. 


A 56-year-old woman, presents with pc yarthra gia and painfu r estr cted movement of her 
fingers, Raynaud's syndrome, ci arnoea, weight loss of 6 kg and a facia rash, Her 
i n v est igati on s revea I nor m oc h ro m i c n o rm coy :i c a na era, pos i i v e an: cent ro m ere (A N A } 
pattern, a nti-dsDN A- negative). An anti-SM ; dbonucleoprotein (RNP) Ro and La antiooo es 
are negatsve. 

What is the most likely diagnosis? 


A CREST ( limited scleroderma) 

B Mixed connect ve tissue cisease 

Progressive system c sclerosis 

D Rheumatoid arthritis 

E System c lupus erythematosus 


Explanation 
CREST syndrome 

Anti centromere ant bodies are very specific for CREST syndrome (calc nos is cut s. Raynaud's 
syndroms, oesophageal dys motility, sclerodactyly and telangiectasia). Her facia rash is due 
to telangiectasia, her painful fingers are cause □ oy a comb nation of Raynaud’s and 
sc erodactyly. Tie diarrhoea and weight oss are secondary to sc erode rmatous nvo vement 
of the bowel with bacteria overgrowth and subsequent malabsorption 

Around 15-20% of patients with progressive systemic scleros s are an ticent f ome re -positive 
but a r e more commonly anti- sol 70- positive 


You are ca led to see a 14- yea r-o d boy -mo has nad a F ever of unknown origin for the last 7 
days. He also comp a ins of redress of both eyes -e tin ess and dryness o = h s lips an c neck 
swel ing. He had a rash on h s trunk that d saopearec 2 days ago. On examination^ he has 
cervical lymph adenopathy and his palms and soles are red and o edematous. 

Given the suspected diagnosis, what would be the most appropriate therapy? 

A I r t rave no us s te ro d s 

B Topical steroids 

C Aspirin a no intravenous immunog obui n s 

D Protease inhib tors 


E Erythromycin 


A Irt -a ve no us s:e ro d s 

B Topical steroids 


C I Aspirin and intravenous immunoglobulins 


D P '■crease inhib tors 
E Erythromycin 

Explanation 

Management of Kawasaki disease 

Combination therapy with intravenous immunoglobulin (IVIG) and aspirin during :ne acute 
phase cr Kawasaki disease produces a more marked an: -inflammatory effect and recuct on 
in coronary artery aorormal ties than does aspr n alone. It is recommended that pat sms 
with acute disease are treated with a s rgie 2 g/kg infusion of IVIG ano asp rin (30-50 
mg /kg per day) within the first 10 days from or set, and that the aspirin dose is reduced to 3- 
5 mg/kg per cay, c ven as a sing e daily dose, after the temperature has normalised The is 
because early use of mmunoglobulins is thought to lead to a reduction i n format on of 
coronary artery aneurysms versus use of aspirin alone. 

Aspirin is discontinued f no coronary abnormalities have teen detected on an 
ecnocard ogrsTi by 5-3 weeks after the onset of Iness, but is continued f there are 
coronary artery aonornal ties. 





A 65-year-old unite nsle, who s a chronic smoker, presents with low back and hip pain. I- is 
serum slka ine phosphatase eve is 1000 IL/I. calc urn 2.25 mmol/I and phosphate 1.2 nnol/l 
Other liver function tests are normal. He a so complains of difficulty n hearing 

What is the probable diagnosis? 


A Squamous-ce I carcinoma o r the lung 
E. Multiple myeloma 
C Osteomalacia 
D Osteoporosis 


E Pager's disease c z bone 


Explanation 

Paget's disease of bone 

This man has Paget's disease of bone, which commonly orccurs after the age of 40 years. 
The classic presentation is with bone pain, bone deformity, deafness and pathological 
fractures. The diagnosis is established by the finding of a raised serum alkaline phosphatase 
level but normal liver function tests. 

Both squamous-cell carcinoma of the lung and multiple myeloma are associated with 
hypercalcaemia caused by lytic lesions of bone. The serum biochemistry is usually normal in 
osteoarthritis, and in osteoporosis, which would not be associated with deafness. 


A 20-year-old mar compla ns he has had pair ir his abdomen, knee and elbow for the last 
7 cays, he had an upper respiratory tract infection 4 weeks ago He also nas a rash on his 
buttocks and ower imbs. 

What is the diagnosis? 


A Henoch-Schonlein purpura 

B Eriteropathic arth litis 

C Reactive arth lit is 


D Viral arthiitis 


E Sarcoidosis 


Henoch-SchonLein purpura 


E Elite nop athtc arthritis 

C Reactive arthritis 

D Viral arthritis 

E Sarcoidosis 

Explanation 

Henoch-Schoniein purpura 

Enteropatnic arthritis is associated with ulcerative colitis and Crohn's disease benoch- 
Schbnlein purpura is characterisec by abdominal pa n ard arthr tis : and nay follow an upper 
respiratory tract infection. Non -thrombocytopenic purpura occurs over :.hs outtocks ard 
legs Intussuscept on recta 1 b eeding ard renal invo vement can also occur 



A 22 -year-old man comp ahs of having low oack gain ~or the past 3 months. He n as a so 
noticed a swe ling of his dght second toe and has pain in his heels w-nen he walks. He was 
treated for red eyes 6 months earlier. 

Which investigation would he most likely to provide a clue as to the cause of his condition? 


A Joint aspirate and microscopy for unc acid ciystals 

B Test for serum rheumatoid factor 

C H LA testing. 

D X-ray of the foot 


E X-ray of the sacroiliac joints 


A Joint aspirate and microscopy for unc acid ciystals 


B Test for serum rheumatoid factor 

C HLA testing 

D X-ray of the foot 


E I X-ray of the sacroiLiac joints 


Explanation 

Ankylosing spondylitis 

This patient has anky osing sponoyl t is (AS) Tne ma n iesicn is spinal anky-osis with 
sac roil a c joint involvement. X-ray o" the sacroii ac joints may show squaring of the vertebrae, 
erosions of the acophysea joints and ob iteration of t n e sacroiliac jo nts. Uveitis is common 
and may occur in 25% of patients with AS Hums- leucocyte antigen (HLA) testing is rarely 
of value oecause of the high frequency of -LA B27 in tne copulation. 

Gout commonly presents in the first metatarsophalangeal jo nt as a painful, rec. not as ion It 
does not cause conjunct vit s or uve'tis An X-ray of the foot wou d not prov de a clue as to 
the Diagnosis as the features are net typ cal of rheumatoid arthritis or osteoarthritis 





A 43-yea r-o d woman presents win a 3-year history of progressive rheum ato a arthritis that 
has been partially responsive to var ous non-stero da anti- nflammatory drugs (NS AID s) and 
to low-dose o r a co n i cost ere- ds. After the examination, you decide to treat her active 
artmtis with methotrexate currently the most widely used ana effective agent for 
rheumsto d arthritis 

Which one of the following features is typical of methotrexate therapy? 


A Cl i n i ca m prove ments a r e usually see n w it h in the fi rst w eek o B t he ra py i n i ti at i on 

B Bene marrow suppression is not seen w th ow -dose methotrexate therapy 
C Yearly full blooc count and liver function test monitoring is necessary 

D Birth contra measures must be n use before methotrexate is started 


E 


Hepatic fibrosis s common in relation to- prolonged use of the drug 


A Clinics I improvements are usually seen within the first week of therapy nitiation 
E. Bene m a rro w su o p ress i on is not s ee n w t h o w -d o se m e : no: rexate the r a oy 

C Yearly full biooo count a n d liver function rest monitoring is necessary 


D I Birth control measures must be in use before methotrexate is started 


E Hepat c fibrosis s common in relation :c prolonged use of the crag 


Explanation 




Explanation 

Methotrexate therapy 

Metnotrexate is currently the best o-ug used to treat rheumatoid arthritis, with nit a| 
improvement seen in 3-6 weeks and peak efficacy in 4-6 months Methotrexate is taken 
orally (7.5-15 mg/week) and tolerance may oe increased by spacing tne ora! doses over 1-2 
days, g ving a sing e intramuscular injection each week and Gaily folic acid (1 mg/day) 
supplementation 

Laboratory tests such as full blood count (FEC), platelet court alkaline phosphatase and 
AST are done every 4-6 weeks. 

Adverse effects 

Adverse effects such as nausea., abdominal pain and diarrhoea are often seen, but serious 
toxicity is rare, “rans ent or sustained (1 5-2 times normal values) elevations in alkaline 
pnosphata.se arc SCOT are common y seen and. n the majority of pat erts. general y do rot 
portend the deve o pm ent of hepatic f pros s “he most tox c drug -related side -effects are 
pancytopenia, neutropenia, thrombocytopenia, pneumonitis and cirrhosis - a I these a r e 
reasons to stop tne medication. 

Methotrexate is known to be teratogenic and should no: be g ven to women w th 
chiidbear ng potent al unless they are using an adequate method of birth control. Because of 
its potent al effect on sperm, men should discontinue memotrexate 3-4 months before 
attempting conception. 


A 57-year-old coese woman presents with numbness, ting ng ana burning on the 
antero ateral aspect of the th gh. Or examination there is dysaestnesia (increased sensitiv ty 
co light touch} in the affected area. An X-ray of tne h o jc nt s norma 

What is the most likely possible cause of her symptoms? 


A Meralgia paraesthetica 


B r roc hanteric bursitis 


C Fracture of the femoral neck 


Li Avascular necrosis of the fe in oral head 


E Polymyalgia rheumatic a 


Meralgia paraesthetica 


E Trochanteric bursitis 

C Fracture of the femoral neck 

D Avascular necrosis of the femoral head 

E Polymyalgia rheumatics 

Explanation 
Hip pain 

This patient ias meralgia paraesthetica it is caused by entrapment cf the lateral 
cutaneous nerve of tie thigh cenead' the irg~ nal ligament Most patients are obese, 
we ght reduction he ps to re eve symptoms 

Trochanteric bursitis occurs as a resu t of trauma o r unaccustomed exe r cse ir most 
cases The ca n over the trochanter is worse or going up the stairs and when 
abducting the hip 

Fractu r e of the femoral neck usua y occurs after a fall. There is pain ir the groin and 
thigh, we ght bearing is pa if*, or imposs cie ard the eg is shortened ard extern a . 
-ote ted X-rays are d agrost c. 

Avascu ar necrosis of the femoral head causes severe h p pain. Aga i the X-ray might 
snow a well -demarcated area of increased bone density or co apse of the affected 
core Usua y the r e wot d beer associated risk factor suci as corticostero d c- 
hepar n t r eatm,eit. 

Polymyalgia rheumatica causes a sudden onset of severe pain and st ffness of the 
shoe ders. h cs aid unbar spine. These symptoms are worse in the morning, a sting 
from 30 m nutes tc several hours System, c features of tiredness, fever, weight css. 
de cress! or ard right sweats can a so occur. 



A 45-year-old woman complains of feeling tired, she also notices she has dysphagia, a dry 
mouth, a gritty sensation in her eyes a no ncreasec Photosensitivity. 

Which would be the most definitive test for the suspected diagnosis? 

A Serum iron Level 

B Oesopliagogastroscopy 
C Labial gland biopsy 

D Scbirmer’s test 


E Anti neutrophil antibodies 


A Serum iron level 


E Desopbagogastroscopy 


C I Labial gland biopsy 


0 Schirmer’s test 

E Antineutrophil antibodies 

Explanation 

Diagnosis of Sjogren syndrome 

Biopsy arc b stology of [he at al spends from behind the ower lip provides the frost 
definitive diagnostic test of Sjogren syndrome. The area is anaesthet sed w ch Ijdoce ne 
contain ng adrenal re, arid an incision 1.5 err long allows access to five to ter g : anos <2- 
4 mm in c a meter) that are removed by simp e blunt dissect on. A diagnosis of Sjog r er 
syndrome depends on finding foe of oer ductular inf Itrates of at least 50 ymphocytes 
and/or p asma cells a: a dens tv c f more than one z ocus per ^ mm 2 . 





A 54-yea r-o d man with a history of obesity type 2 diaostes and hypertension presents to 
[he c inic comole ning o~ pain n nis rignt first metatarsophalangeal jc- nt He takes orlista:, 
ramioril. ndaoamide, am obi pine a^d rrerformin ano has teen tak mg over-the-counter 
ibj profen for intermittent oouts of the same pain that have occurred over the past 
IS months. On examination he has a blood pressure of 149/90 mrnHg and a body mass index 
(BMI) of 31 xg m 2 . He has oain r swe ling and recress over the right first metatarsophalangeal 
jc rt Invest gat ons show haemoglobin 13 1 g o wh te ce I count 5.9 x10 s /l, P ate ets 
229 x 10-1, sodium 141 nmol I, potassium 4.4 mmol/ creatin ne 132 pm o' /I. X-rays show 
reduced joint space end calcification. 

Which one of his drugs should be discontinued? 


A Ramipril 
B Amlodip ne 
Indapamce 

D Orlistat 


t FHetfornn n 


B Amlodip me 


C I Indapa-mide 


D Orlista: 

E Metformin 

Explanation 

Thiazide diuretics and gout 

“his man has gout, a ccnc tion assoc ated w th nsu in resistance, obesity a no type 2 
o abetes Indap am de as a memos' - of the thiazide class s associated with ra sed serum ur c 
acd, so discontinuing in dap am de and substituting another antihypertensive is the 
management of cho ce, Wh le metformin should oe dose- reduced or discont nued when the 
creatinine rises above 140 umol/l or so in a male, in itself it is not associated with an 
increased risk of gout, h s acute gout snould be managed with a snort course of non- 
steroidal anti-inf ammatory drugs. 





A 23-yea r-c d woman comes to the Emergency Department e few days a 'ter return- ng from 
a hoi dajf to Soai n Duong which she admits to unprotected sex with two ms e partners. She 
is now suffering Torn dysuna a no a Duru'ent j ret ms discharge and an acutely swollen, 
painful e't knee On exam ration sne s pyrexia 38.rc ; oulse is 90/nmn and reg« ar. You 
confirm a left knee effusior with severely mited flexion 

Investigations; 


Ho 

12.1 g/dl 

wcc 

B.1 x10 9 /l 

PIT 

203 X:0 9 /i 

Na" 

137 mmol/l 

K + 

^ 5 mmol/l 

Creatinine 

90 micromoj/ 

ESR 

80 mm/1 sC hour 

CRP 

T39 mg/I 


Which of the following is the most important next step? 



Which of the following is the most important next step? 


A E V anti o i ot c t h er a py 

B Knee X-ray 

Knee aspiration 
D Oral con costeroids 


E 


Oral N SAIDS 


Explanation 

The answer is Knee aspiration - 

This patient may have oligoarthritis related to acute gonococcal infection. Confirming the 
diagnosis via knee aspiraiion is therefore the most appropriate next step. A high white count 
is needed to confirm septic arthritis, although gram negative dipiococci may only be seen in 
25%. Ceftriaxone IV is the drug of choice f or gonococcal arthritis, repeat drainage and/or 
formal surgical drainage may also be required. Blind therapy without investigation is 
inappropriate, with oral corticosteroids having the potential to worsen joint damage. 


A 46-year-oio woman presents to the Rheumatology Clinic for -eview She nas a history o ; 
systemic jo us erythematosus (SlE) Currently she is m a into ned on 60 me; of prednisolone 
per day and you are considering ntroducing azathioprine as a second- me agent. 

Her blood results show: haeimog obin 11.0 g/dl. white cell court 7.1 « ID 3 / platelets 130 * 
10 9 A sodium 139 mmc/l potassium 4.0 mmol /I, creatin re 130 pmoy'l, plasma v scosity 2.1 
m Pa /s (normal range 1 50-1.72 mPa /s) 

The levels of which one of the following can be easily measured to assess the risk of 
azathioprine toxicity? 


A 6 -mercapto purine 
B “ h iopu ■' ne 5-met hy I : ,r a n sf e rase acti v i ty 

C 6-thioguanine nucleot-des 
D Inosine triphosphatase activity 
E 6 - m et hy I m e rc a pto p u ri n e 


A 6-mercaptopurine 


B I Thiopurine S-metnyltransferase activity 


C 6-thiog uan in e nucleotides 

D Inosine trip h os p hat a se a ct i vi ty 
E 6-methylmercaptopurine 

Explanation 

Thiopurine S-methyltransferase (TPMT) assay 

TPMT mutations lead to eevazed levels of 6-mercaptopurine. 6-Mercaptopurine is associated 
with excessive bone marrow suppression. Over the past few years a TPMT assay has been 
developed which s ava able p most tart ary centres to assess potent is risk: 6- 
mercaptopjdne is me act ve metabolite of azathioorine. so tret levels cannot be assessed 
until after azaznioprine activity pas actually started Tne 6-thioguanine nucleotides are 
hurt her downstream metabol tes of 6- Tiercapto purine 





A 72-yea '-old man w th Tear: disease is on d uretics. He comp ains of si'ff, painfu hands and 
knees. On examine ton. Heberden's nodes are seen 

What is the most appropriate initial treatment? 


A Regular paracetamol 
E Allopurinol 

C O ra I NS A IDs w t h ga st ri c p rote c : o n 

D Knee replacement 
E Joint as pi rat on a no microscopy 


Regular paracetamol 


E Allopurincl 

C Oral NS AIDs w th gastric protection 

D Knee replacement 

E Joint; aspiration and microscopy 

Explanation 

NSAIDs in the treatment of osteoarthritis 

The presence of Heoerden's nodes is. characteristic of osteoarthritis. These nodes are seer ip 
the o s:a! inter ohalangea pints. 0 r a5 nor -step da anti- nflarrmatory drugs (NSAIDs) do no: 
oTer an advantage over regular paracetamc as such regular paracetamol s the best option 
here especially give his heart o sease and diu r et c treatment, Joint aspiration ard 
microscopy would oe inconclusive and knee rep acemsnt in an e derly patient w th peart 
o sease would oe a ■■ sky procedure 



A 50-yes '‘-old mar s transferred :c your h os oils with a presumptive diagnosis of 
tuberculosis. His cnest rad ograph shows nod j ar cavitating lesions in both lung fields. His 
urinalysis shows 50 red blood ce Is per high-power fie d arc proteinuria +•++. He s scheduled 
for bronchoscopy with transbro no trial jog oicosy in toe morning, “hat even ng he has a 
sudden deterioration cons sti-g of massive haemoptysis ano progressive renal failure. 

The most appropriate therapeutic intervention at this point would oe supportive 
management and which one of the following? 


A Corticosteroids iv 


£ Antituberculous medications 


C Cyclophosphamide iv 4 mg/ kg 


Oral cyclophosphamide 1 mg/ kg 


E Corticosteroids iv and cyclophosphamide iv 4 mg/ kg 


A 


Cortidaste raids rv 


B Antituberculous medications 


■C Cyclop hosfj'h amide iv 4 ms. kg 


D Oral cyclophosphamide 2 mg/ kg 


E I Corticoste roids iv and cyclophosphamide iv 4 mg/ kg 


Explanation 

Wegener s granulomatosis 

“he involvement of the I owe? ’'esp ratory tract as we as -enal involvement suggests 
Wegener's granulomatosis in this mar Wegener's granulomatosis has an annual incidence of 
0 5/1 0 0 . 0 0 0, w th a mean ag e at onset of 40 years 

Clinical features 

Manifestations nclude chronic £ nusitis, otic's media, haemoptysis, glomerulonephritis, 
need sing skin lesions polyarthritis, uveitis and episcleritis. Biopsy (often of the 
nasopharynx) is the best way to achieve a □ ia gnosis 

Treatment 

Treatment o s Wegener's granulomatosis w th cyclophosphamide has resu tsc n market: 
improvement in outcome of this condition Because of the severity and sudden deterioration 
in this case, intravenous corticosteroids and cyclophosphamide woulc oe indicated here 





A 35 -year-old woman is diagnosed with system ic lupus erythematosus. 


What is the most common finding on blood testing that would be of help in supporting a 
conclusion that she had active disease? 

A Ant- double-stranded DNA 

B R h eu m a to d fa e:o r 

C V DR L- positive 

D Low complement levels 

E Anti card io ip n antibody 


A Ant double-stranded DNA 


E R h eu m a to d fa cto r 

C V DR L- positive 


D I Low complement levels 


E Anticardio ip n antibody 

Explanation 
Serology in SLE 

Complement levels fail ir systemic lupus erythematosus (SLE) due to the format on of 
immune complexes. ■/. nils: the ■esult is not necessar ly specific it would act as a 
confirmatory test for a positive clinical opinion. Low complement levels are a constant 
feature p tie active pnase of the c sease 

Anti-dsDNA is a most exe jsive to SLE but estimates o = positivity r patients with SLE 
vary from 30-70%. 

Some 40% of cases test posit ve for rheumatoid factor. 

“he false-positive rate for syphilis serology is around 10% 

Some women nave anticardiofipin antibody (lupus anticoagulant) and a r 'e prone to 
recurrent abortions, thrombosis and thrombocytopenia 




A 70-year-c d woman presents with pain and swe ling n oath knees. An X-ray shows a rim of 
C3 ci float ion of the lateral meniscus in both knees. 

What will be the characteristic finding in the joint aspirate? 


A Neutrophils 

E Needle-shaped crystals 

C White turbid fluid 

D Positively birefiingent crystals 

E No abnormality 


A 


Neutrophils 


Needle-shaped ciystals 

C White turbid fluid 


D I Positively birefrin gent crystals 


E No abnormality 

Explanation 

Pseudogout 

“his woman has pseuoogout, which is caused by calc um oyro phosphate deposition and is 
associated with calc f cat on of Joint cartilage (chondroca cinosis). The diagnos s is made ay 
finding weakly positive birefhngent calc um pyrophosphate crystals in the synovial f j id. 
Many neutroph Is are also seen in the jo nt aspirate: nence, pseudogout is often 
misdiagnosed as septic arthritis. Wh te turbid fluid is characteristic of acute gouty arthritis. 




A 45-year-o d woman comes to ne Rheumatology Clinic com plaining cf sk r tn ckening on 
her hancvs with subcutaneous calcinosis, and leathery skin elsewhere She also Tee s that her 
fingers feet particularly cold ano very Gainful when she goes out, to the extent that she has 
started to wear gloves even in the summer. She also suffers from redux oesophagitis anc was 
starteo or omeprazc e a = ew months ago. 

On examination ner blood pressure is 155, 90 mmHg she has sclerodactyly and calc ficat on 
in her hands, and you notice nr Jltiole telangiectasia. Investigations show haemoglobin 11 0 
g/dl, white ce ; count 8.2 x io 9 /|, platelets 142 ■ 1 0 3 /l , art centromere anti bod es posit ve 
sodium 139 m mo I/I, potassium 5.0 mmol. I, creatinine 162 jjtmo /I. 

Which one of the following is the most likely cause of mortality related to her underlying 
disease? 

A Bronchia care noma 

B Chronic rera’ failure 

C Pu Imona ry f i b ros i s 

D Gl bleed ng 
E Oesophageal carcinoma 


A Bronchia care noma 


B Chronic rera! failure 


C I Pulmonary fibrosis 


D Gl bleeding 
E Oesophageal carcinoma 

Explanation 

Mortality in scleroderma 

“wo causes of death are parti cj arly prominent in system c sclerosis, these are death 

due to progressive pulmonary fibrosis, and death due to rena fa lure 

Although the mortal ty from renal failure was considerably h gher tnar that for 

progressive lung disease, increased use of ACE inhibitors and better management o - ' 

sc: ere derm a renal cr sis has reversed this in recent years 

“lie rate of oesophageal carcinoma may oe increased n patients with CRES“ 

(calcinosis cutis, Raynaud's phenomenon, oesophageal hy pomofi I ity; sc I erod acty I y and 

ce ang ectasia) cue to an increase n gastro-oesophagea ref u.x disease 

A rise in the incidence of bronchial carcinoma is a sc seen 

“elar-gectas a car oe assoc ated w th increased of gastrointestina bleed ng 
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A 50-year-olc shopkeeper r -as p a cues on the extensor surfaces of her upper Irnos. She 
comp ains of pain in her hands. On examination there is a telescop ng deformity of both, 
index f ngers. The nails show oitt ng and horizontal ridging 

From what is she most probably suffering? 

A Reactive arthritis 

B Systemic lupu-s erythematosus 

C Rheumatoid arthritis 

D Arthritis mutilans 
E Gouty arthritis 


Explanation 

Arthritis mutilans 

This patient has psoriatic arthropathy. Arthritis mutilans affects 5% of such patients, causing 
attrition of bone and cartilage and resulting in loss of the joint and marked instability. The 
encasing skin appears invaginated and telescoped. Traction can pull the finger back to its 
original length. 

The occurrence of nail changes is also characteristic of psoriatic arthropathy (85%). 


A 45-ysar-c d woman w th a r story of flitting joint pa ns comes to the Rheum ate ogy Clinic 
for review She has suffered from d-y eyes and has fe t ike she has net nad enough spit in 
her mouth to enaole ner to chew her food. On examinaton her eyes look red a no sore, you 
notice cracking and crying of he r lips. You suspect Sjogren’s. 

Which of the following would be supportive of a Sjogren's diagnosis? 


A B ! op sy re ve aling saliva ry g and at ro p hy 

E Positive anti-CCP ant body- 

positive anti-smooth muse e ant dccy 
D Sa ivary stones on mag ng 

E Sc hi mien's test 4mm after 5 m n cites 


Explanation 

The answer is Schinner's test 4mm afterS minuies 

Schirmer's test is designed to production of rears, where a bent piece of filter paper is 
placed in the corner of the eye. Moisture tracking up >15mm is considered a normal result, 
whereas less than 5mm is a definitive positive result {Le. significant reduction in tear 
production). 

Sjogren's is associated with postive rheumatoid ‘actor antibodies, positive anti-nuclear 
antibodies, antibodies against alpha-focfrin and Ro/La autoantigens. Biopsy reveals 
inflammatory cell infiltration rather than atrophy. Salivary stones on gland imaging would 
suggest another cause for her dry mouth apart from Sjogren's. 


A pat ent with type 1 diabetes mellitjs has been comp ain ntg of a 3-month history of right 
shoulder pain. She Describes this as a frozen shouicer, ano says it nuris to move her shoulder 
at el. 

What is the most likely diagnosis? 


A Rheumatoid aithiitis 


B Qsteoarth litis 


C Adhesive capsulitis 


D Pseudogout 


E Calcine tendonitis 


Explanation 

Adhesive capsulitis in diabetes 

Associated microvascular disease causes abnormal col agen repair In people with diabetes, 
and :nis predisposes to adhesive capsul tis. Occasionally, f brous strands are seer t ravers ng 
the joint space Patients with diabetes often present w th fibrosis elsewhere (eg Dupuytren's 
contract j^e). “rauma, the associated transient inflammatory state with granulation tissue, 
arid eventual fibrous adhesions and thicken ng of tne capsule may give rise to adhesive 
capsul tis. 


A 72-year- old man comes to the Emergency Department, he is prev ously well with a history 
or mile hypertension, contra led with Ramiori He is a non-smoker. Qve r the past 3 months 
he has suffered from increasing pain in h s hips and shoulders, and most r ecently, over the 
past 3 weeks has suffered from pain in his jaw when he ea:s a large meal, aic on one 
occasion transient v sua oss affecting his right eye On examination his BP is 160/95 mrnHg, 
pulse is 70/m ir and regular. He has mild tenderness over his tempore artery on the right 
hand s de ESR is elevateo at 82 mm/1 zt hour. 

Which of the following is the optimal management? 


A Pres or be 40 mg c-e Prednisolone per day 

B Prescr be 5Qmg oral Preor sotone per day 

C Admit for IV Methyl prednisolone 
D A, rra n g e a n o u t p a ts en : te n p o ra I a rte ry b i o os y 


E Prescr be Aspirin and Clopidogrel in combination 


Explanation 

The answer is Admit for IV Methyl prednisolone 

This man has temporal arteritis and is at imminent risk of an ischaemic event. As such he 
should be admitted for IV Methyl-prednisolone. Patients who have jaw claudication only 
could be managed with oral corticosteroids. Arranging an outpatient temporal biopsy 
without initiating corticosteroids is clearly substandard practice. 

With respect to clinical scenarios, it is important to remember that 4 % of patients with 
temporal arteritis do not have an elevated ESR. it is net therefore impossible that we would 
be presented in the exam with just this scenario in the presence o' a normal ESR. 


A 67-year-old woman o resents with a 10-week history cf pain affecting the cervica sp re, 
both shou ders, lumbar sp re and both f ps Early morning stiffness lasts unti unchtime ard 
she feels markedly : red Sne Pas a low-grade oyrsxia of 37.4 °C bi ate -a knee effusons arid 
a right caraal tunne syndrome 

Investigations revea : nor mo chromic norrr-ocyt c anaemia with naernog obin 10.1 g/d , 
erythrocyte sedimentation rate (ESP) 8; mm n 1st hour, C- reactive prate in (CPPj 27 mg/ 1, 
negative rheumatoid factor, serum nmjnoglooj ins arc orate r> electrophoresis show a 
polyclonal increase in gammaglobulins and elevated err and c^-giobul ns. 

What is the most likely diagnosis? 


A Pa ra re op a st c s y n d ra m e 
B Po y myalgia r he u m a : c a 

C Polymyositis 
D Rheumatoid artMtis 
E Temporal arterit s 


Explanation 

Polymyalgia rheumatica 

Poiymyalgia rheumatica (PMR) usually affects elderly wh te fema es (female to male ratio 2\‘ 
average age at presents! on 70 years) The arthrit s is symmetrica! anc: accompar ec oy an 
acute-phase response Immune com o I exes may be detected in the serum in cases of PMR 
and also with n the muscle These are thought to p ay a r c e in pathogenesis but as yet their 
d agnost c s gnr ? i canoe remains uncertain The pc yclona! increase n globu 'ns is a marker of 
inflammation associated with PMR. Early morn ng stiffness, particularly of the hio and 
shoulder girdle with associated fatigue can be pronounced and may ast *or up to 1-3 ho-ms 
each morning. 

“ransient synovitis can occur in PMR 3 rd this is the most 1 kely cause of the knee effus ons 
here. Carpal tunnel may be as see -a ted in up to 15% of cases. 

Treatment is with a taoering dose o - ' predn sc one, with treatment monitor ng by symptom 
and erythrocyte sed mentat on ^ESR) response. Stero d treatment is often required for jo to 
2 years. Prognosis s usual y favourable and re apse is rare. 


A 58-yea r-o I o woman comp la ns of severe uni atera temporal headaches a no .aw pain when 
eating. A provisional d agnosia of giant-ce I arteritis is made 

Which one of the following is a characteristic clinical feature of this condition? 


A All peripheral arteries are involved 


B It does not occur in the absence of polymyalgia rheumatics 


C Negative temporal artery biopsy excludes the disorder 


Treatment is monitored by measuring ESP, levels 


USAID treatment is an effective first line of management 


C Negative temporal artery biopsy excludes the disorder 


D I Treatment is monitored by measuring E5R Levels 


E N5.AID treatment is an effective first line of management 


Explanation 

Giant-cell arteritis 

Giant-cel arteritis involves the cranial arteries. The superficial tempc-e artery is involved in 
most patients, prov cling a convenient oiopsy s te, but this : s only the T p o f the iceberg'. The 
topographic distribut on of GCA. wnich ref acts its prec lection for the internal e act c lamina, 
includes the aort c arcn anc ts branches. GCA does not cause a w despread intracrania 
cere bra vasculitis, because intracranial arteries lack an interna e asiic lam ra. GCA dees 
involve cervicccepha ic a'teries, inc uding the care: d and vertebral arteries. 

Investigation and treatment 

Although a tempera artery biopsy from the affected sioe is the definitive Diagnostic test, a 
negative biopsy does not exc ude the condition as skip es ons may occur Treatment is 
monitored using the erythrocyte sedimentation rate (ESP). Stero d treatment is obi 3 story as 
this significantly reduces the risk or' irreversible visua: loss and other focal ischaem c lesions 
Non-steroidal anti- nf ammatcy drugs (NSAlDs) are less effect ve anc should not be used 

Presentation 

An associat on w th polymyalgia ■Teumatica is well known, with PMR be rg present in about 
609.:. of cases of GCA Neck, shou der and pelv c g rdJe pair are common presenting 
symptoms, along with headache and scalp tenderness. Symptoms of c audicatior, may also 
occur (e g. jaw c audicatior, amaurosis fugax). Stroke and transient schaemic attack may 
occur but net usua ly as a presenting complaint 




A 74-year-old man who had a dual-chamber permanent pacemaker inserted 5 days ear e v 
presents w th fever, back pa r and diarrhoea. He n as a past history cr di'verticu os s, 
hypertens on and a myocardial infarction some S years earl er. On examination there is 
restricted movement due to back pa n and local sed tenderness over the lumbar spine. There 
are no neurological signs. He is pyrexial (37-3 'Q. Investigations show: haemoglobin 13. S g/dl. 
white cell count (WCC) 13.9 * 1C S /I. platelets 201 x io 3 / , sodium 14C mmo/i potassium 
4.8 mmo /I, ere a: n ne 110 pmo/l. erythrocyte sec: mentation rate (ESR) 85 mm in 1st hour. 

Which one of the following is the most likely diagnosis? 


A Prolapsed urn bar disc 
B Staphylococcal disc it is 
Sp nal epLcura! abscess 
D Pyelonephritis 


E Ischaemic coritis 


Explanation 

Staphylococcal d iscitis 

Giver tie proximity of r ; s symptoms to :hs pacemaker insert on the nos: likely diagnosis 
here s haematogerojs spread of Staphylococcus aureus, nr rod viced a: :ie tine of the 
procedure. Nuclea-' medicine scans anc magnetic resonance imaging of :he spine are the 
nos: sensitive ways of detecting changes consistent w th discitis in the early stages of 
infection 

Treatment 

Parenteral therapy for a period o z at least 6 weeks is recommended, w-th agents specifically 
targeting Staphylococcus nfectior. Cure is effected n the majority of patients, although up 
to 15% may suffer some form of permanent neurological deficit 


A 42-year-old woman with system c lupus- erythematosus (SLE) is treated w th pulsed 
monthly nt ravenous cyclophosphamide 4 or g^ade ^ nephropathy She presents in the 
Emergency Department with a dry cough shortness of oreath and fever. Her last 
eye ophosphamide dose was TO days ago. 

Investigations neveaS: wh ts cell count (WCC) 2.3 x 10 Vl (lymphocyte count 0.7 * 10 3 /I), 
p ate s is £1 x 10 & /l, haemoglobin 10.5 g/dl. erythrocyte sec mentation rate (ESP) 56 n 1 hour 
C-react ve protein (CRP) 43 mg/I. the blood gases show P 02 7.2 kPa, PC 02 3.6 kPa (after 
walk ng up and down the department). A plain chest X-ray was unremarkable apart from 
some patchy pulmonary inf Itrat on 

What is the likely diagnosis? 


Pulmonary em.bolism 


B Pneumocystis jtrovseii pneurror a 

C TE 

D Pleuritis 


E Pericardit s 


A Pu I rrion a ry e rr □ c I i s m 


B I Pneumocystis jlrovecti pneumonia 


C TB 

D Pleuritis 

E Pericarditis 

Explanation 

Opportunistic infection in SLE 

“his patient is im mu nosup pressed and has pancytopenia. She has exercised -induced 
hyp ox a. “he meet ikey opportunist nfection is Pneumocystis jirovecii pneumonia. It s less 
likely to be tuberculosis because her erythrocyte sec mentation rate (ESP) is relatively low 
and :ne chest X-ray appeared relative y norma!. 




A 45-year-o d man presents w th fever malaise weigh: loss ano my a g a over me oast 
month You suspect pc y arteritis nodosa ano arrange to perform some blood tests. 

Which abnormality would you be most likely to find? 


A t evated creatinine 

B A ha em a 

Leucop-enia 
D Thrombocytosis 


E Positive A MCA 


Elevated creatinine 


Anaem a 


Leu copen i a 


hronr-bocytos 3 


Positive ANCA 



Explanation 

Blood tests in polyarteritis nodosa 

Anaem a cr chror c disease s associated ''Ait*' polyarter tis nodosa (PAN). Leucocytosis is 
common ana eosinophilia may be seen in 30% of cases Thrombocytosis and/or anaemia 
may so met Ten oe present PAN may cocas onally be associated with hepatitis E 
antigeoaenia ANCA ( anti neutra phi cytoplasmic am body) is only rarely pos tive in classic 
PAN. Raised creatin ne is often present and is included in the list of diagnostic criteria from 
the American College of Rheumatology 0990): 

“hree of the follow ng 10 enter a must be present to classify a v a sou I it s as PAN 

Weight loss of 4 kg or mere 

Livedo reticularis 

~e s ti c u i a r pa i n/te nd en ess 

Myalgia or leg weakness/tenderness 

Mono neuropathy or pc y neuropathy 

Diastolic a I cod pressure greater than 90 mmHg 

E evated BUN and creatinine eve’s 

infection with hepatms B virus (HBV) 

Abnormality on arteriography 


A 40-year-old man is a dm tted w th severe bloody d a f, 'hoea over the past 4 cays associated 
with a swollen, pa nful r ght knee, swo len r inc;er jo nts and red, raisec esions on both legs 
He has had similar attacks in the past 

What is the most probable diagnosis? 


A Enteropathic arthritis 

B V, 'hippie's disease 

Polyarteritis nodosa 
D Felty’s syndrome 


E Reactive arthritis 


Explanation 

Enteropathic arthritis 

“his patient has enteropamic arthritis, it is an acute rrlamrnatory o goarthrit s that cccu r s in 
20% of oeople w th Crohn’s disease and in 12% of those with ulcerative colit s The arthritis 
coinc des with exacerbat cns cf the underly ng bowel disease, sometimes in association with 
aphthous mouth ulcers, iritis and erythema nodosum. 

Whipple's disease s associated with diarrhoea weight loss, arthralg a and me presence of 
Periodic ecic-Sch ff- (PAS-) positive macrophages within intestinal oicpsies. 


A 24-yea r-olc mar presents with a 5 -month r story of ow back pain, rat: atirg to his 
buttocks, a no back at Tness that is worse r tne morning and worse a*ter periods of 
inactiv ty There is also a history of o arrhoea. 

Which one of the following signs is the most likely to be present? 


A Exaggerated lumbar lordosis 
Positive femoral stretch test 
Positive Trendelenburg test 
D Restricted straight- eg rais'ng 

E Sacroiliac jo nt tenderness 


A Exaggerated lumbar lordosis 


B Positive femoral stretch test 
C Pos i ti ve Ten osier ourg test 

D Restricted straight- eg r ais ng 


E I Sacroiliac joint tenderness 


Explanation 

Sacroiliitis 

These symptoms suggest sacroiliitis, nffammation of the sacro liac jo rts, wh'ch can be an 
early oointer to the development o r ankylosing spondylitis or can occur as part of a wider 
p cture cr seronegat ve arthritis. Patients are usually HLA B27-positive, and the condition is 
more common in men Tne h story of o arrhoea a sc raises the possibility o* inf a minatory 
bowel disease. Sac f o li tis or spondyl tis s seen in around 5% of sufferers of inflammatory 
bowel disease. 

Treatment 

Non-steroidal anti- nf -a minatory drugs (NS A IDs) may be useful for pain and. where t hie re is 
proved inflammatory bowel disease, many patients are started on sulfa sa azine, as this may 
be a useful c sease-mod fying a-gent ; or both bo we and jo nt disease. 

Femoral stretch test is considered a screening test for nerve root compression, as is straight 
leg raise. Trendelenburg's test is used to determine lows' mb venous valve competency 





A 65-yea "-old woman presents with severe pain and st ffness of ner shoulders and neck mat 
is- worse in the mornings and asts for more than a’- -iour. Physical exam nation is. 
unremarkable Blood tests show a m Id ncnocytc normochromic anaem a. Her erythrocyte 
sedimentation r ate (ESRJ s 77 mm in 1st hour. 

What is- the most likely diagnosis? 


A Polymyalgia rheumatic a 


B Polymyositi: 


C Hypocalcaemta 


L? Painful arc syn drome 


E Frozen shoulder 


Explanation 

Polymyalgia rheurmatica 

Po y myalgia rheumat'ca is common in oicer women and presents as aching and morn ng 
stiffness n the proximal muscles A ra sed erythrocyte sedimentation rate (ESR) and/or C- 
reactive prote r (CRP) level is a hallmark of this concition. 

Differential diagnosis of shoulder pain 

Symmetrical prox mal mi use e weakness resulting from muse e inflammation is seen n 
polymyositis There is wasting o ? the shoulder and oe vie gird e muse es with 
weakness. Pain and tenderness are _n common features. 

Painful arc syndrome can oe caused by suprasp natus tend nitis subacromia bursitis 
or calcification of the rotator cuff Th s is usually uni ateral. 

In frozen shoulder there is marked re duct on of passive and act ve movement 
Abduction to even 9C° is impossio e. 

Kypocaicaem a presents with tetany, depress on carpopeds spasm and neurcmuscu ar 
excitability {Chvostek s sign). 


A 49-year-old nan has oain on resisted abduction of the a r rr from 0-90 D 
Which tendon is affected ic give this particular restriction of movement? 


A Infraspinatus tendonitis 


B Supraspinatus tendonitis 


C Subscapulaiis tendonitis 


D Teres minor tendonitis 


E Bicipital tendonitis 


A Infraspinatus tendonitis 


B I Supraspinatus tendonitis 


C Sub scapu laris tendonitis 

D Teres minor tendonitis 

E Bicipital tendonitis 

Explanation 

Painful and restricted shoulder movements 

Pain in the 0-90" range cr movement is due to s-jprasp natus tendinitis. 

Pa n from 50-180° is due to involvement of the acromioclavicular jo nt 

Pain on nternal and external rotation of trie shoulder is due to involvement of the 

subsea pu arcs and infraspinatus tendons. 

Inflammation of the b ceos tendon results n oain on resisted supination and dexicn of 
the forearm* 





A 10-year-old girl presents with a high fever rash and hip and knee joint pa ns. A s it^tamp 
exam nation o £ rer eyes is normal Blood tests a-'e negative for autcart bodies, her eosinophil 
count ; s in the denial range and urine s negative for blood and protein. 

What is the most likely diagnosis? 

A Persistent ol goarthri: s 
B Still's disease 
C Polyarticular arthritis 

D Entnesi: s-re ated arthritis 

E Henoch-Schbnle n ourpura 


Explanation 
Still’s disease 

“his g r! has St I s disease (juver le systemic art nr tis). It accounts for 10% of a I cases of 
juvenile diopathic arthrits anc s seen more often in prepuberta giro with mono- or 
polyarticular synovitis, often precedec oy fevers, an evanescent p rk miaculcoapular rasn, 
pericarditis, pneumor tis, lymphadeuopatriy a^d hepatosp enomega y. Autoantibodies are 
negative 

Differential diagnosis of juvenile arthritis 

Persistent oligoarthritis is me most ccmmcn ""arm of .uvenile iciopathic arthdtis (J I A) 
(50-60%) it affects mainly very young girls who s-e about 3 years osd Lvetis (of ter 
with a positive ant'nuc ear antibody) occurs n tIVs condition. 

Polyarticular juvenile idiopathic arthritis is rhetimatoio factor-positive. Ir tia y tre 
arm ■■tis commonly involves me srnal joints of tne herds, wrists, ank es ard feet Tne 
rheumatoid factor-negative form is more common and usua ly affects g rls under 
12 years of age They might oe ant n uciear antibody- (ANA-) posit ve, with a r sk of 
chronic uve tis The arthritis is often asymmetric, with a distribution similar to that seen 
in rheum ato d factor- cos five cases. 

Enthesitis-related arthntis affects teenage and younger boys, mainly produc rg an 
asymmetric arthntis of lower Imb joints ard enthesitis It s associated with HLA B27 
and a usk of acute anterior uveit s 

Henoch-Schonlein purpura s the commonest systemic vascu :is seen n ch Idren. It 
o*ten occurs after upper respiratory tract rfections Lower I mb purpura polyarthrii s 
and a boom nal pain occur. Haematuria ard prote nur-a due to glomerulonephritis are 
seen in 50% of cases. 


A 23-year- c d nan presents with pain in both buttocks and redness and mild oa n r nis 
rigrt eye. 


Given the most likely clinical diagnosis, which of the following clinical signs would be the 
earliest evidence of this condition? 

A ParaspinaL muscle wasting 

B Retention of lumbar lordosis during spinal flexion 
C Reduction m chest expansion 
D Fixed flexion deformity of the hip 


E 


'■'isual field defects 


A Paraspinal muscle wasting 


B I Retention of Lumbar Lordosis during spinal flexion 


C Reduction in chest expansion 

D Fixed flexion deformity of the hip 

E Visual field defects 


Explanation 

Ankylosing spondylitis 

Retention of lumbar ordosis cur r>g sp nal flexion is. an early sig*' of ankylosing spondy itis. 
Paras p nal muse s wast n,g develops later. Costochondrit s occurs in some patients, causing 
anterior cnest pain ar.d a measurable reduction in chest expansion. Acute anterior uveitis 
presents with severe eye pain, photophobia and b urrec vis on Visua fold defects do rot 
occur, hip- joint involvement is usually a late occurrence 




A 21-year-old man presents with episod c pa n r mis buttocks, low Pack pa r ard stiffness 
that is worst in the mornings. A lateral X-ray of ms lower spine shows b urrlng of the upper 
ano lower vertebral r ' ms a: me thoracolumbar junction, l-e is found to be HLA B27-posit Ve. 

Given his likely diagnosis, what would be the most appropriate treatment? 


A Aspiiin 


B Prednisolone 


C Diclofenac: 


Physiotherapy 


E De strop ropoxy phene 


A Aspirin 


B Prednisolone 

C Diclofenac 


D I Physiotherapy 


E Dextropropoxyphene 

Explanation 

Early management of ankylosing spondylitis 

“his patient has anky osirg spondyl tis. The key to the effect ve management of this 
condtion is early o a gnosis, so that a regimen of preventive exercises may be started before 
syndesmophytes have formed. The exercises aim to ms "tain spinal mo oil ty, posture a no 
chest expansion. Pain re I e ? is en adjunct to physiotherapy. Stesro d therapy is unhe pfti . 





A 44-yea r -old man presents witn 8 sudden onset of pa n swell ng and redness of his eft tg 
toe He has no oast medical history o z note, sno takes no regular medication On examination 
his E ^ is 145/35 mmHg ; oj se s 30/m n and regular. H s BMI is 32. B ooo tests show: urea 5.5 
mmol/1 (normal range 2.5-7 5 mmo /I), creatinine 107 pmo/l (60-110 p mo 1/1} and ..rate 525 
pmol/l (230-460 j.mol/1) 

What would be the drug of choice in this case? 


A Naproxen 

B Colchicine 

Prednisolone 
D Allopurincl 


E Prooenecic 


Naproxen 


E Colchicine 

C Prednisolone 

D Allopurinol 
E PrcDenecic 

Explanation 

Treatment of acute gout 

H gh urate levels are suggestive of acute gout. Non-steroidal ant -inflammatory drugs 
(NSAIDs) are usual y the first-line treatment. The use of NSAIDs n high doses rapidly 
reduces the oah e^c swelling 




In individuals with renal i-rr-pa rment or with a ni story of pep; c ulcer alternative 
treatments can toe considered wnich include colchicine anc rtramuscular or intra- 
art culs r depot methylprednisoione, a though prednisolone should also toe used with 
care in renal impairment 

VVh le colchicine is a well proven medication for gout t is not the preferred medication 
for t*'e treatment of acute gout when there it no significant pest mecica h story l: is 
nos; effective during :ne first 12-24 hours c* an attack, but its effect veness dec I nes 
with the curat on of inflammation Moreover, when used to treat an acute attack, 
colch cine causes adverse Gf effects, particu ar y d arrhcea ana vom ting n 80% of 
patients. As such in this patient with no G! or cardiac r story, naproxen s preferred 
A II op urinal s inc; cased only under cove r of a course o* an N5AID or co chid re, and 
neve r with n a month of an ac_ite aftaci'.' 

Uricosy c agents (probenec d) are used in ind viduals wnc are allergic to al opurino or 
they may be given with allopurinol in cases of severe tophaceous gout with high urate 
levels 


A 4 5 -year-old woman presents to :he Emergency Department with mon oar tm ds affecting 
her right knee She ''as a past history cr mild asthma, which is managed with a SalbutamoJ 
inhaler, but nii else of note Over the past few months she has been gaining a little we ght. 
Uric acid is normal ard x-rays o F the knee reveal ce cifi cation consistent with pseuoogout. 
Her BP s 145/82 mnHg, and pu se is 72/m in and rsgj ar. Hsr BMI is 26. 

Which of the following investigations is most likely to reveal the underlying cause? 


A Thyroid function rests 

B Fasting glucose 

C Serum copper 

D Serum ferritin 


E Serum PTH 


Explanation 

The answer is Thyroid function testing 

Hypothyroidism, Wilson’s disease, haemochromatosis and hyperparathyroidism are all 
diseases with a recognised association to pseudogout The clue here is the gradual weight 
gain, which is a pointer to hypothyroidism as the underlying cause, and the fact that the 
other options such as Wilson’s and haemochromatosis are substantially rarer than thyroid 
disease. 

Whilst serum ferritin is elevated in haemochromatosis, it is transferrin saturation that is the 
gold standard investigation for diagnosing the condition. Wilson’s usually presents at a 
younger age, either with an asymptomatic elevation in transaminases, psychiatric 
disturbance, ataxia or signs of chronic liver disease. 


A 54-year- o;d woman has been experiencing increased pain and stiffness in her hands, 
wrists, upper arms shoulders erd calves for 2 years She descr bes transient swel ing at the 
wrists. She is frequently roused from sleep by pain a no complains c~ marked fatigue w th 
little stiffness sometimes assoc a ted with tine: ing in the he nos, arms and feet Review of 
s y ste m s re vea I s no re as i ng u ri n a ry u rg en cy and recj rre n t a ttac k s of he ada cn es . 

On examination, there is no significant abnormality apart from mu tiole tender spots over the 
spine anc mbs, correspond ng to bony prominences and to muscular tissue. Blood tests 
reveal a white olood cel court (WCC> of 4 x io 9 /l and a platelet count of 167 x ic 9 /l. The 
erythrocyte sedimentation rate is 20 mm n 1st hour. The rheum etc d factor is negative and 
the a hi nuclear antibody (ANA) test comes back positive at 1 40. The creatine k nase and 
thyroid function tests are within norms limits. 

Which one of the following is the most probable diagnosis? 

A Systemic lupus erythematosus 
B Fi b ro my al g ia syn d rom e 

C Chronic fatigue syndrome 
D Hypothyroidism 


b Depression 


Explanation 

Fibromyalgia syndrome 

Fibromyalgia syndrome (FMS) is a common syndrome that is characterised by diffuse 
persistent musculoskeletal pain, stiffness, tenderness, sleep disturbance and easy 
fatigability It typically affects women predominantly between the ages of 30 and 60 years. 
The American College of Rheumatology {ACR) 1990 criteria for the classification of FMS 
allows positive identification of the syndrome, which include: 

A history of widespread pain which has been present for ai least 3 months. 

Pain on digital palpation in at least 11 of the following 18 tender-point sites (each of 
which is bilateral): occiput, low cervical, trapezius, supraspinatus, second fib, lateral 
epicondyle, gluteal, greater trochanter, knee. 


On physical examination, patients with primary FMS usually appear well with no obvious 
systemic illness or articular abnormalities Tenderness is the feature that most readily allows 
separation of FMS from other disorders that produce widespread pain or fatigue (as in 
chronic fatigue syndrome). 

Laboratory and radiological investigations in FMS are largely unrevealing and primarily 
useful in searching for the presence of concomitant disorders. Even among normal blood 
donors the incidence of a positive antinuclear antibody {ANA) is approximately 5% when the 
screening is done with a serum dilution of 1:40, The litre of the ANA test is usually over 1:160 
in the systemic connective tissue diseases. 

Differentia! diagnosis: Certain rheumatic and non-rheumatic diseases can also mimic FMS, 
with similar symptoms (mostly pain and fatigue) and must be considered and treated even 
when the FMS has been positively identified; examples include depression and 
hypothyroidism. 


A 50-year-olc ms*' s referred with a 2- week history of fever, arthralg a ana weight less 
During his nosoitsl stay he develops epigastric pain and notices a fficj ty corsi flexing his eft 
g 1 eat toe. His blood pressure is 160/95 mmHg. Laboratory stud es reveal naemogiob n 10 
g/dl. mean corpuscular volume (MCV) 9B f ; erythrocyte sedimentation rate (ESR'j 100 mm r< 
1st bou f and polymorpbonuc ear leucocytosis. “he chest X-ray is clear 

Which of the following is the most likely diagnosis? 


A Weg an e r 's g ra n u I o m at o s us 

S y ste rr ic I u p u s e ryt herna tosu s 
C Rory arteritis nodosa 

D Polymyalgia rhe u m a ttca 


t Churg-St ajss syndrome 


Explanation 

Polyarteritis nodosa 

This patient presents with generalised features, abdominal pain, hypertension and 
mononeuritis. The raised erythrocyte sedimentation rate (ESR) and polymorphonuclear 
leucocytosis support a diagnosis of vasculitis, in this case polyarteritis nodosa. The 
abdominal pain is highly suggestive of mesenteric ischaemia. Mononeuritis multiplex 
develops because of involvement of the vasa vasorum; it is reflected in the patient's 
describing sudden loss of ability to dorsiflex his left great toe. 

Differential diagnosis 

Wegener’s granulomatosis arid Churg-Strauss syndrome are commonly associated with 
pulmonary manifestations, which are absent in this case, and the chest X-ray is norma!. 
Systemic lupus erythematosus (SLE) is more common in young women. Polymyalgia 
fheunn atica presents with pain and stiffness in the shoulder and pelvic girdles, but 
hypertension and mononeuritis are not recognised features of the disorder. 


A 3G-yea r -olb man wno is be ng managec oy the ophthalmologists fo- anterior uvei: s is 

referred to you for an opinion He s now suffering from painfu genital ulcers sec a rash 

w h i ch re se m Me s e r y thema nodosum On exa m i n ati c n he h a s ora I aphthous u leers and j cer s 

on h s scrotum Other h story of note ^eludes d arrhoea. which his GP thought was due to 

irhtacHe bowel syndrome. Investigations show naemoglob n 11 9 g/dl, white celi count 

S.1 x io-./I, platelets 231 x 1C 9 /I, C-reactive protein (CPP) 65 mg/1 (normal r ange is < 10 mg/I}. 

sodium 139 mmolA potassium 4.5 mmol/ 1, creatinine 110 u mo I/I. 

Which one of the following is the most likely diagnosis? 

A Behcet's disease 

B SLE 

C Weg en e r's gra nu I o rr at os is 

D Po y a rte ri t s no a osa 

E U c e-stive co itis 


Explanation 


Behcet’s disease 

This presentation is h cihly suggessVe of Behcet's disease Laboratory f ridings are non- 
spec f c and e r e those of acute inf ammst on with raized erytnrocyte sediment at on rate 
CESR) and C-reaci ve protein (CPPJ While autoan: body stud es may prove positive in some 
patients, they co not confirm the presence of Behcet's Disease. Neurological and renal 
manifestations of Behcet's disease may also occur, part culady in patients with more 
pm onged disease. Mortality is up to '6% at 5 years, w :h th''omoo£ ; s, neurological 
involvement or pj monary/co^onary artery aneurysm rupture be ng common modes o‘ 
death. 


A 61-year-old woman who nas suffered mon rheumatoid arthritis for 30 years comes to the 
Neurology Clinic for review. She nas been suffering extreme pain at the back cf her neck 
rao a ring to her occiput. Apparently the pain also radiates down both arms, and she has ost 
fine motor centre of net- hands, rind ng it cl fficu t to partake ir he" nooby of needlework. 

“he pain s intermittent and some days are very much worse than others. Examinat on 
reveals no re a sec tone in ooth upper limbs, with 4/5 power weakness and hyper-reflexia She 
has extensive ev dence of Joint damage related to rheumatoid arthritis. 

Which of the following is the most likely diagnosis? 

A Atlantoax.ia subluxat on 

B Cervical spondylosis 

C Syringobulbia 
D Syringomyelia 


E Cervical oisc prolapse 


Explanation 

“he answer is Atlantoaxial subluxation 

The intermittent nature of the symptoms and the long history of rheumatoid arthritis raises 
the possbility of atlantoaxial subluxation. Occult instability can be identified on a lateral 
cervical spine view, an atlantoaxial distance of >4-5mm is indicative of instability, and 
flexion, neutral and extension views are recommended. Once symptoms of spinal cord 
compression occur, surgical fusion is the only recommended option. 

Cervical spondylosis symptoms are often seen after an episode of trauma, as are symptoms 
associated with cervical disc prolapse, and are unlikely to be intermittent as is seen here. A 
prominent feature of syrinx formation is sensory loss in a cape distribution over the 
shoulders, which does not fit with the clinical description. 


A 27-year-o Id woman presents to the Rheumatology Clinic She complains of arthritis 
a^fec: ng her knees, elbows, wrists, ank es and the small joints o~ her fingers. She nas also 
had ^eve-' and weight oss- of 4 kg over the past 5 months On exam nation, she has 
hepatomegaly and arthritis over a joint distribtrt on that is consistent with rheumatoid 
artrr tis 

Which one of the following investigations would be most indicative of a diagnosis of admt- 
onset Still's disease? 


A Positive rheum ato d '"actcr 
B Pos id ve anti- nu c lear a nt i bod y 

C Raised ESR 

D Ra sed ferrii n 


E Positive anci-C'CP ant bodies 


A 


Positive rheum ato d factor 


6 Positive anti-nuclear antibody 
C Raised ESP 


D I Raised ferritin 


t Positive anti -CO antibodies 

Explanation 

Diagnosis of adult Stilt's disease 

Raised antinuclear antibody, rheumatoid facto.' and raised erythrocyte sed mentat on rate 
are ail well-known findings n oatients with estab ished rheumato d athhtis, Markedly 'aised 
ferritin is. however, mere specifically associated with St ll's disease. Rheumato d race or is also 
fojnc ess commonly n patients with StMs. (<10%>. And -eye ic citrull '-atec peptide (ant - 
CCP) ant bodies are found more commonly n patients w th meurratoie arthrit s than those 
with 30 j t -onset Stii 's disease 




A 4 9 -year-old woman visits her GP com pa r rg that her fingers become white/olue and 
painful when sne goes out into the cold. Past mecica h story of note ncludes pres or pt on of 
an asthma n haler by her GP for symptoms of nee a sec shortness of breath, a no ■'ef jx fer 
which she takes intermittent omeprazole She also nas jc nt oains. which sne self- medicates 
with ibuprofen tab ets 

Or examination she is hypertensive at 145/92 mnhg and has telang-ectas a. You notice soft- 
tissue calcification and sclerodactyly on exam nation of her hands Investigations show: 
haemoglobin 12.0 g/dl, white cell count 5.4 * 10 9 /l. platelets ISO * 10 9 /l. soo ..ml 40 mrnoi/l, 
potassium 4.9 mnol/l, creatinine 140 jjlitioI; ;. 

Which one of the following antibodies is most likely to be found in this patient? 

A Anti -centromere 

B Anti -smooth muscle 

C Anti -GEM 

D R h eu m a to d fa cto r 


E P-ANCA 


A 


Anti -centromere 


B Anti-smooth muscle 

C Anti-GBM 

D R h eu m atoid fa ctor 

E P-ANGA 

Explanation 
CREST syndrome 

”h's patient ras the features of CREST syndrome {calcinosis cjt : s, Raynaud's phenomenon, 
oesophageal dysmoti ity. sole rod acty y ano telangiectasia), “his is associated with 
anticentromere antibodies in about 90% of cases Calcinosis is usually easily identified on 
p am rac o graphs, ano oesophageal oysmotility is seen on barium swal ow. 

Management 

“he goal c* pharmacotherapy is to reduce morbidity and to prevent com; pi cations where 
possible, Raynaud's is typically managed with calcium antagonists, protein- pump inhibitors 
are used "or symptoms of reflux, and prostaglandins, PDE-5 inhib tors and endothel in- 
receptor artagcmsts a*e useo to manage associated pulmonary hypertension. 





A 35 -yea r-oid snip's steward s started on a new chug for rheumatoid art hr its before saving 
for Africa, He returns after 4 months cormpla n rg of -air loss and blurring of vision It is 
found that he has misread the prescr ptior. and is taking double the prescribed dose da ly 

Which drug is most likely to cause these symptoms? 

A Gold 

E D-Pdnicillam ne 
C H yd rex y chic roq u i ne 

D Diclofenac 

E Sulfasalazine 


Explanation 

Side-effects of treatments for rheumatoid arthritis 

Hydroxychloroquine may decrease visual acuity and, albeit rarely, cause retinopathy. 
Visual monitoring (6-12-monthly) is essential for all patients prescribed 
hy d rox y cfi I o ro q u i n e . 

Gold is given by deep intramuscular injection weekly, with close monitoring of the full 
blood count and urinalysis for protein prior to each injection. It would not be an 
appropriate medication for this patient, 

D- Penicillamine and sulfasalazine may cause pancytopenia and also need close 
monitoring They do not, however, cause hair loss and blurring of vision. 


A 67-year-old man presents with a 2 -year h story of pain and stiffness in both knees You 
suspect osteoarthri: s. 


Which one of the following clinical findings would be moat important in deciding how best 
to manage his condition? 

A Severity of pain and stiffness in the knees 

B Crepitus elicited on movement of the joints 

C Presence of subchondral sclerosis in radiographs 

D Fissuring and surface erosion of cartilage seen on arthroscopy 

E Fixed -flexion deformity 


Severity of pain and stiffness, in the knees 


& Crepitus elicited on movement of the joints 

C Presence of subchondral sclerosis in radiographs 
D Fissuiing. arid surface erosion of cartilage seen on arthroscopy 
E Fixed -flexion deformity 

Explanation 

Management of osteoarthritis 

“he guiding principle n the management of osteoarthritis s to treat the symptoms bio 
d sab I ty, not the clinical or radiological appearances. Educating the individual about the 
d s ease and is effects reduces paid, distress a no disabi ity and increases comp ishce w th 
treatment. Psychological or socie factors a ter me mpect of the disease. 




A 56-yea ■-old woman with, known severe rheumatoid desp te therapy with Etanerceot ana 
Methotrexate cc Ties to the c nic _ 'or rev ew. She has beer: feeling no re a sing y ti r ed over the 
past few months and n-er GP lias found her to be neutropaenic (neutropb count 1.1 x1O 9 /0 
on routine b ooc testing In the c into she looks a little oale ana : rea There are signs of 
active .o int disease affecting he" fingers and wrists. Aboominal examination -eveals evidence 
o* sp snomegaly. 

What other abnormality would you expect on investigation? 


A Anti dsDNA antibodies 
B Hepatic fibrosis 

C Mye oic hyp op as a on bone marrow examination 
D Positive ANCA 

E Restrict ve oattern on pulmonary function testing 


Explanation 

The answer is Positive AN C A - 

The triad of active join: disease, neutropaenia and splenomegaly raises the possibility of 
underlying Felty's syndrome. The neutropaenia is thus unlikely to be linked to prescription of 
Methotrexate. Positive ANCA specifically to lactofernn is found in approximately 2/3rds of 
cases of Felty's,. whereas anti dsDNA antibodies are only occasionally seen. Myeloid 
hyperplasia, with premature arrest of cell development is normally seen in the bone marrow, 
rather than myeloid hypoplasia. Anti-nuclear antibodies and anti-glucose 6 phosphate 
isomerase antibodies are also seen in significant numbers of patients with Felty's. One 
d inferential for Felty J s is the large granular lymphocyte {IGL} syndrome, where a clonal 
population of abnormal lymphocytes is seen. 


A 49-year-old man with a ni story of psoriasis o resents to the Rheumatology C inic with a 
defornring small joint polyarchrit s particularly affect rg the DIP jo rts of the f ngs r s, and tc a 
lesser extent his wrists and el Dows. He '-as active skin o sease. for which his GP nas 
p-escr bed topical corticosteroids. He is unable to con nue h s job as an electrician due to 
pain in r s hands. On exam ration there s nail pitting a no obvious psc as s affect rg the 
backs of his elbows, his knees and his scalp. 

Investigations; 


HP 

12.0 g/dl 

WCC 

10.1 x10 9 /l 

PLT 

189 x10 5 /l 

Na* 

137 mm O' /I 

K + 

4 3 mmol /I 

Great in he 

90 micro mol/ 

ESR 

65 mm/1 K hour 

Glucose 

4 9 mmol/ 


Which of the following is the most appropriate next intervention? 


Which of the following is the most appropriate next intervention? 


A Ibuprofen 

B Infliximab 

C Methotrexate 

D Naproxen 


E Oral cort costeroids 


Explanation 

The answer is Methotrexate - 

In this situation, with active skin disease and arthritis, a traditional DMARD that will act 
positively on both aspects is the most appropriate next step Weekly Methotrexate is 
therefore the correct answer. Psoriasis responds well to ami-TNF therapies; in the event that 
the response to Methotrexate is inadequate, an anti-INF agent is an appropriate next step. 
NS AIDs can be added for relief of symptoms. Leflunomide and Sulphas ail a zine are 
alternative traditional DMARDs to Methotrexate. 


A 47-year-old woman o resents with an inability to ra se ner arms, over her shouloers Over 
the past few weeks she has a sc been hav ng difficulty swal ow ng food. Or examine: on 
the r e s nusc e wasting and the muscles are tender: with reduced tendon reflexes. Her serum 
creatine k nase is elevated. 

What is the most likely diagnosis? 


A Polymyalgia rheumatics 
B Posy myositis 

C Hypocalcaem a 
D Pa i nfu I a rc sy n c r o m e 

E Frozen shoulder 


5 HE 


Expfanation 

Polymyositis 

In poly my os its there s symmetrical oroxima muscle weakness resulting fro nr muscle 
inflammation. Dysphagia, dysphonia and respiratory weakness can Develop. Diagnosis is by 
measurement of creatine kinase electromyography (EMG) and muscle b opsy. 

Differential diagnosis 

Polymyalgia rtieumatica is common n o der women and presents as acr ng and 
morning stiffness in the pro> nal muscles, There is very little or n c muscle tenderness 
ana reflexes are normal 

Painful arc syndrome can be cue to supraspinatus tendinitis, sjoacom a| bursitis or 
ca cification cf the rotator cuff This Is usua y uni ate r a . 

In frozen shoulder there is marked ''eduction of pass vs and active movement 
Abe action even to 9G a is impossiole Muscle wasting, tenderness and -'educed tendon 
reflexes are not seen in this condit on, however 

Hypooaloaem a presents w th tetany depress on c am ope da spasm and n euro mu sou ar 
excitability {Chvostek's sign.)- 


A 48-year-old man presents to the cl nic complain ng of Gainful hands and f ngers. On 
exam ration he has oilatera sausage-shaped nngers and pain over the distal nterpha angeal 
jc- nts. h s nai s a'e also pitted. The^e s no othe- past medical history of note. 

I- s b ooo -esubs show naemog obin 14.0 g/dl, Platelets 180 * IQ 9 // white celi count 

8.1 x 1 0 5 / ! , C-rea Clive px-tein (CRP) <£-6 rng/1, rheumatoid factor negative, SGdiun’ 140 mmol/ 

potass urn 5.0 mmol/1, creatinine 100 pmol/l 

Which one of the following is the most likely diagnosis? 


A Rheumatoid a rthntis 

B. Psoriatic arthritis 

C Gout 

D Osteoarthri: s 


E Post viral arthritis 


Explanation 
Psoriatic arthritis 

~he picture o? symmetrical cists I pc yarthritis, dactyl tis and nail pitting is very typical of 
psoriatic arthritis Nsi oitt ng may ba the only visible sign o* psoriasis ano frank skin plaques 
do no: necsssan y have to be present. Most patients are rheum ato d factor- n eg at ve, 
although case senes report pos tive rheumatoid factor in 5-9% of patients 

Treatment 

In tia treatment s with non-steroidal antiinflammatory d r jgs, a though tumotr necrosis 
factor a pha (TNF-a) plays an integral role in the pathogenesis of tne disease, ano anti-TNF-cc 
anti coo es nave joined a range of other second- ne therapies I ;<e sulfasalazine, methotrexate 
ano ciclosporin in the management of the condition 


A 74-yea r -old man is noted to have purplish -coloured rignt third and fourth toes ^ days after 
coronary angiography and a creatinine level of 240 pmol/ (the ere a tin re level was norma 
on a dm ssior). He has e history of adj t-onset d afcetes mell tus t hypertension and a 50 
pack-year smok n g h story. Cholestero crystal atheromatous smool aa: on s suspected 

Which one of the following statements about cholesterol embolisation is true? 


A Anticoagulants reduce the risk of cno esterol emool sa: on 
B Diabetes me litus s associated 

C Abnormal creatinine on admission does not increase risk 


D h ro m b cl y s is is c f prov e n be ne fit 


E D i u ret cs e r e the n a i n stay of treatment 


A Anticoagulants reduce the risk of cno e sterol emooi sat on 


B I Diabetes rmellitus is associated 


C Abnormal creatinine on admission does not increase risk 
D Thrombolysis is of proven benefit 
E Diuretics are the mainstay of treatment 

Explanation 

Atheromatous embolisation 

Cholestero crystal (atheromatous) emooi sat on s a common occurrence in patients with 
a ova need atherosclerotic Disease but is often ei:he r not recognised or misdiagnosed as 
'vasculitis' The exact he dence is. currently unknown, out it is associated with significant 
morb o ty a no mortality Witn a r se n tne number c z geriatric patients w ith arthrosclerosis, 
the recog nit on of this disorder s critical to prevent unnecessary diagnostic studies ana 
treatment with high-dose corticostero ds/cytotox. c agents, which are of no benefit. 

“he soiree of most cholesterol enbe is the abdomina aorta, iliofemoral or -enal arteries, 
but cardiac and thoracic aorta sources have been desc bed. Diabetes me lit js and abnormal 
creatinine eve s before an invest gat on increase me risk of Developing tne send it on 





A 22-year-old gir presents for review. She has recently sufferec a vira upper resoiratory 
tract n faction, diagnosed by her gene -a practitioner (GP) as glandular fever Progressive 
tiredness has Allowed and she presents to the Emergency Department for review On further 
questioning she admits to haemoptysis but her GP put th s down to the infect on 

Uhne examination reveals the presence of blooc and protein, and an admission creatinine is 
342 umol/l. She s admitted to the rena ward and rens biopsy and sta n ng reveals a inear 
pattern of immunoglobulin G (IgG) deposition against the glomerular casement membrane. 

What diagnosis fits best 'with this clinical picture? 

A Goo dp a st j r e J s sy n d r o m e 

B Henoch-Schonle n purpura 
C IgA nephropathy 
D Membranous nephropathy 


E Wegener's granulomatosis 


Explanation 

Good pasture syndrome 

The microscopy and staining here reveals the presence of linear immunoglobulin G (IgG) 
deposition {anti-glomerular basement membrane or antf-GBM antibody). Goodpasture 
syndrome can present v^ith asymptomatic proteinuria or microscopic haematuria, acute 
nephritic syndrome, nephrotic syndrome or chronic renal failure. 

Management of Goodpasture syndrome involves the use of combination cytotoxic therapy 
and corticosteroids. Severe pulmonary haemorrhage responds to plasma exchange, which 
can be performed in a number of specialist immunology units. 

Recurrent Goodpasture syndrome can occur in response to repeated viral infections. 


A 40 -year-old woman comp aios of pain ana st ffness in [he small joints cr her hands, 
especia y r me mornings An X-ray shows only sort-tissue swe ling ; out magnetic resonance 
imaging reveals eros ons at the metacarpophalangeal jc nts. 

Which one cf the following indicates a worse than average prognosis? 


A Ana am a occurring a year a^ter onset 

B Negative IgM rheumatoid factor 
C Male patient 

D Positive IgG rheunatc d factor 


E Gradua onset over a few months 


A 


Ana st! a occur 1 ' ng a year arte*' onset 


E Negative JgM rheumatoid factor 
C Kale patient 

D Positive IgG rheum a to d factor 


E I Gradual onset over a few months 


Explanation 

Prognostic indicators in rheumatoid arthritis 

“his patient most prc-oab y has meumatoic arthritis. A worse than average prognosis (with a 
predictive accuracy of 80%) is indicated by 

Female sex 

Gradua onset over a few months 

Positive igM rheum a to d factor 

Anaemia developing within 3 months of onset 

Anti-CCP antibody positivity (assoc a ted with more aggressive joint Disease) 




A 64-yea r-o I o woman presents w th a 3-month history of tiredness, fever, weight loss and 
pain and s: ffness in her shouloers and nec< She has now developed a severe headache. 
Physics examination reveals tenderness over the temporal reg nr- Blood tests show: 
haemoglobin 10.5 g/dl (normal r ange 11.5-16 5 g/l), erythrocyte sedimentation 'ate (ESR) SO 
mm. n 1st hour (normal range 0-30). 

What is the most probable diagnosis? 


A Polymyositis 
B Temporal arte r it s 

C Neurosarcoidosis 
D Chronic fatigue syndrome 
E Migraine 


A Poy myositis 


B I Temporal arteritis 


C Neuro sarcoidosis 
D Chronic fatigue syndrome 
E Migraine 

Explanation 

Gjant^ceji arter tj i 

This patient most probably has giant-cell arteritis, which is an inflammatory granulomatous 
arteritis of large arteries that occurs in association with polymyalgia rheumatica. It affects 
people over the age of 50 years. A raised erythrocyte sedimentation rate (ESR) is a hallmark 
of this condition. There can also be a mild normocytic normochromic anaemia. 

In polymyositis, there is progressive proximal muscle weakness, with wasting of the shoulder 
and pelvic girdle muscles. Headache is not a feature of this disorder. Chronic fatigue 
syndrome occurs most commonly in women between the ages of 20 and 40 years. The 
cardinal symptom is generalised fatigue made worse by exertion Mood disorders and sleep 
disturbances also occur. Migraine is a recurrent headache associated with visual and 
gastrointestinal disturbance Tingling, numbness and weakness on one side can occur during 
an attack. The patient is usually asymptomatic between episodes of migraine attacks There 
are no characteristic investigative findings and the diagnosis is usually clinical. 





A 60-year-c d patient has been complaining of a 1- no nth n story of genera ised headache 
malaise ana fever. He nss also rot ced scalp sensit'v ty while brushing h s hair. 

What is the definite test to confirm the suspected diagnosis? 


A MR | scan 

B CT scan 

C ESR 

D Temporal artery biopsy 
E A nt : n uc I ea r a n :i b o o y t est 


A 


MRI scan 


E CT scan 

C ESR 


D I Temporal artery biopsy 


E A nt i n uc I ea r anti b o o y t est 

Explanation 

Diagnosis of giant-cell arteritis 

"enpo'G artery biopsy Is the defin tive diagnostic test ^or g ant-cell arteritis A 2-cm 
segment of a te°der artery w II o novice positive histology n 70 % of cases The diagnostic 
rate may be enhancec by tak ng longer segments or by the oicosy of othe" tender sea p 
vesse s. While biopsy confirmation cf the diagnosis is important, it shoo d not be a reason for 
withholding steroids because characterist c patholog ca features persist for at least 2 weeks 
a "ter t''eatme , '-t nas begun and some argue mat sea" change never clears. 




A 39-yea '-old woman, compla ns of swell ng, stiffness and pain n oer f'ngers. She a iso :e is 
her Doctor that in winter her fingers often turn dan* i'n co our. Her autoimmune screen shows 
the presence of anti centromere ant body. 

Which one of the following is she most likely to have^ 


A Rheumatoid arthritis 


B Systemic lupus erythematosus 


C Pseudogout 


Polyarteritis nodosa 


E CREST valiant of scleroderma 


A Rheumatoid arthritis 


B Systemic lupus eiythematosus 


C Pseudogout 


D Poly arte litis nodosa 


E I CREST varian t of sderode rma 


Explanation 

Anticentromere antibodies 

Antibodies to centromere 3'e a subset o" antinuclear ant bodies, wh ch most commonly 
occur in the CREST variant of scleroderma (CREST = calcinosis cutis Raynaud's 
phenomenon, oesophageal hypomot lity, sc lero dactyl y and telang ectasia). 

They are an common intne diffuse form of scleroderma. They are rarely present i n 
rheum a to d arthritis, systemic lupus erythematosus (SLE) or polyarteritis nodosa 





An elder y man, who had a left h p replacement 2 yea's ago. now presents with right hip 
pain An X-ray of the affected area shows an increased trabecular pattern and cort ca 
thicken ng o' the right hemipelvis, with narrowing of the .oint space a*'d osteophyte 
formation Rout ns b ood tests a-e normal except F or serum alka ins phosphatase, which is 
e evated to 477 IU/1 

What is the probable reason for his right hip pain? 


A Osteoarthritis 

E R h eu m ato d a r t b ■' it i s 


C Osteoarthrits with cholehtn as.s 


D Paget's disease o' bone 


E Osteosarcoma 


Exptanation 

Paget's disease of bone 

The X-ray findings and elevated serum alkaline phosphatase with normal serum calcium and 
phosphate levels are characteristic of Paget’s disease of bone. This may cause bony pain 
due to secondary osteoarthritis or pathological fractures. Osteosarcoma is a rare but serious 
complication of Paget's disease and presents as a sudden increase in pain and swelling of an 
affected bone. 


An elderly man with .recently Diagnosed heart fai ure is being treated with diuretics. He now 
develops severe joint pain n his left ar< e, with swelling and redness. 

Which investigation would be the most important in making a diagnosis? 


A X-ray ankle 


E Serum uric acid estimation 


C Serum creatinine 


D Joint fluid microscopy and culture 


E ESR 


A X-ray ankle 

B Serum uric. acnJ estimation 

C Serum creatinine 


D I Joint fluid microscopy and culture 


E ESR 

Explanation 

Gout as a side-effect of diuretics 

Gouty arthritis may be precip :a:ed by diuretic therapy Joint fluid ti croscopy wou d show 
the presence or ong, needle-shaped uric acio crystals that are negatively oirefringent urde f 
p ane polarised light. Serum uric acid levels are not usually raised in acute gout. The joint 
fluid would oe sterile. Erythrocyte sedimentation rate (ESR) estimation and X-ray of the 
ankle wou d not provide a diagnosis. 





A 28-year-o!d mar' presents with pa n n nis left: arm Until recently he has worked as a che* 
but was forced to give up this work because hie hao di'Ticulty sens ng when objects were hot 
to touch and was frequently gett ng burned. On examination he has mild bilateral weakness 
of the biceps, triceps and f nger muscles, with absent biceps, tr ceps ano brachicradia is 
reflexes, “here s reo jceo pinprick sensation over a diffuse area involving both upper limbs 
arid :ne shoulder areas, but vibration and joint position sense are preserved He has a rr!id 
increase in tons affecting both legs Investigations snow: haemoglobin 12.4 g/cl, wh te cell 
count 5 9 ■ IQ 9 / platelets 231 * 10V, erythrocyte sedimentation 'ate (ESR; 12 mm in 1st 
hour sod urn 141 mmol/ potassium 4.3 mmo /l creat e ne 110 pmo /l, glucose 5.2 mmo!/i. 

Which one of the following is the most likely diagnosis? 


A Neura gic amyotrophy 
B Cervical myelitis 
C Meningioma 
D Multiple sclerosis 
E Syringomyelia 


Explanation 

Syringomyelia 

“he loss of pa n end temperature sens a ton but with preservation of joint position and 
v oration sense is a relatively typical of present at on with syrmgomye a. Diffuse muscle 
atrophy begins in the hands and spreads pro: m a I y, eventually involving the shoulder giro e. 
Patients suffs* - ncreaseb tone in the lower limbs, which may eventually o regress to a s past e 
paraparesis. Proxima extension of the syrinx may produce symptoms of syringobulb a. 
Magnetic resonance nag ng is the diagnostic modality of choice to confirm tne corditon 


A 6 5-year'- old woman with a 30 -year history of rheumatoid arthritis presents with severe 
shoulder pain ana pain during the middle portion of a r m abouction. She says the oain came 
on suddenly wni st reaching -‘or a heavy cook ng pan. An X-ray of the shoulder is normal. 

What is the most likely cause of her symptoms? 

A Rotator c uf f ten do n tis 

E Torn rotator cuff 

C Frozen shoulder 

□ Calcific tendonitis 

E Po ynnyaigia rheumat ca 


Explanation 

Torn rotator cuff in rheumatoid arthritis 

A torn rotator cuff can occur spontaneous y in elderly oa:ents witn rheumatoid arthritis “he 
patient is ab ■? to aoduct ins am, but the pain worsens during tne middle of the r a n qe o f 
abduction 

Differential diagnosis 

Adhes ve capsu iris (true frozen shoulder) is a rare cone Irion in which there is severe 
shoulder pain and complete loss of all shou der movements 

Calcific tendinitis is due to calc urn pyrophosphate deposits in the tendon tier would 
be apparent on X-ray. “he condition is rot always symptomatic 
Polymyalgia rheumatics causes a sudden onset of severe pain and st ffness -of the 
shoulders and neck Tnese symptoms are worse in the morning a°d last from 30 
minutes to severa hours “ i redness £ fever weight loss, depression and occasions ly 
nocturnal sweats also cccu^ n th s cond tion. 


Wh ch of the fc lowing is a potentially fata com pi cat on of m eras coo ic polyarg'it 3, but cot 
cr classic PAN? 

A Renal failure 

B Bowel perforation 

C Myocardial infarction 

D Pulmonary haemorrhage 

E Cerebrovascular accident 


A Rena fa lure 


B Bowel perforation 
C Myocardial rifarcticn 


D I Pulmonary haemorrhage 


E Ce re b rov esc u I a r acci dent 

Explanation 

Polyarteritis nodosa 

Though described nere first, classic polyarter tis nodosa (classic PAN), & a necrotising 
vasculit £ of sma I- ano medium-sized muscular arca des, is felt to be less com ir on tha 1 " 
microscopic pc- yang it is (micros cc-oic polyarteritis) woich affects capillaries, venules and 
arterio as 

Clinical features 

Classic PAN does rot involve Ou nonary arter oles ano death is usual v the result o* 
rena fa lure, g astro in test in a com pi cat'ons ( nfarct/perf oration) and cardiovascular 
causes. 

Ip contrast, death in pat ents with microscopic poly angiitis is usually the result o c renal 
failure or pulmonary haemorrhage Stroke and congest ve heart failure due to 
intractab e hypertension lead to additional ate metal ty and morbidity 





A 51- yea r-oEd woman presents to the clinic complaining of symptoms of knee p am, and 
restricted movement coupled wiin click ng. She has a history of hypertension currently 
managed with Ramipril but ni else of note. On examination ner BP is 135/75 mm Kg, pu se s 
80/mi r and regular Her BMI s 32. The eft knee has restricted flexion end ere situs on 
movement Tiers is wasting of the Quadriceps. She is already taking regular paracetamo 

Which other step is she likely to benefit from most? 


A Wedge insert in her shoes 

B Arthroscopy and washout 

Regular NSAIDs 
D We ght loss 
E Gentle jogging 


Explanation 

The answer is We ght loss 

This woman is obese with a 3 Ml of 32, and any offload ing of weight is I kely to substantia ly 
impact on pain related to hs r osteoarthrites. Exercise won d help, but this shoo d be 
supported res stance exercise rather than.ogging which may further exaggerate ner knee 
pain Osteoarthritis has a: best a t nor inflammatory component, as such MSA IDs are not 
in a cated. Wedge nserts were suo ported as a treatment for both media and lateral 
compartment -nee amh-itis, but 3 recent study (JAMA 201 3 X does not support an impact on 
symptoms of pain At this stage, arthroscopy and washout is not indicated at east unt I the 
benefits of weight loss are evaluated 
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A 75-yea r -old wcmar com o la ns of no re a sing pain and swe ling n ooth ankles, with st-ffness 
and decreased mobility. She aisc has pa r.ful finger joints w th roduies at the pro*, rnal and 
d st a nterphalangeal joints Over the past I weeks sne has had increasing d fficti ty in 
passing urine and dysuria. 

What is the most likely cause of her joint symptoms? 


A Re ter J s s yn o r OTi e 

B Rheumatoid arthritis 
Osteoporosis 
D Osteoarthrit s 


E Benget's disease 


Explanation 

Osteoarthritis 

This is a case of osteoarthritis of the ankles and hands. The nodules at the proximal 
interphaiangeal joints are called Bouchard's nodes and those at the distal inter phalangeal 
joints are called Heberden's nodes. 

The dysuria is unrelated to the osteoarthritis and could he due to urethra! syndrome as a 
consequence cf the menopause. 


A 70 -year- c- d man with a long history of cervical spondylosis presents with pa n t ngl ng 
and numbness in both arms He has increased tone ; nyqer-reflexsa ana upgoing olantars on 
exam nation of the lower I mbs 

What would the most appropriate treatment be in his case? 


A Bedrest 

B Analges a anc sedation 

C Neurosurg ca referral 

D Soft support collar 

E Cervical root clock 


A Bedrest 

B Analgesia anc sedation 


C I NeurosurgicaS referral 


D Soft support collar 

E Cervical root block 

Explanation 

Cervical spondylosis 

Bilateral root pain with paraesthesiae m patients with cervical spondylosis, accompanied by 
lower limb upper motor neurone signs, is a neurosurgical emergency because a central disc 
prolapse may compress the cervical spinal cord. Neurosurgical referral is therefore essential 
in this case. 





Ir monosodium urate mononyo'ate antvooathy, what is ire most characteristic feature seen 
on examination of the synovial fluid? 

A Ora nge colou r of sy n ov ial fluid 

B Rhombo d shape cf the crysta s 

C Positive birefringence of the crystals when see^ under pc arisec ighi 
D Presence of ong need i^shaoed crystals 
E Pres en ce of c ry sta is wi th inly m p h ocytes 


A Orange co our of synovial fluid 
B Rhomboid shape of the crystals 

Positive b refringerce of the crystals when seen under pc ariseo ight 


D I Presence of long needle-shaped crystals 


E P' es en ce of crystals within I y n ph ocy tes 

Explanation 

Synovial fluid in gout 

A high concentration of monosodium urate monohydrate (MSUM) crystals in chronic gout 
can make the synovial fluid appear white. 

Calcium pyrophosphate crystals are small and rhomboid in shape and are positively 
birefringent under polarised light. MSUM crystals are typically long and needle-shaped and 
show negative birefringence. In acute gout, the number of neutrophils is greatly increased in 
synovial fluid: these phagocytose the urate crystals. 





A 66-yea r-o d woman has sustained two vertebral fractures fo lowing minor trauma and is 
0 ag nosec with- osteoporosis Initially she is treated with oisp hasp ho rate but :he treatment 
is stopped because c" side-effects You are considering raloxifene as an alternative there oy. 

In your advice to the patient you should inform her that this therapy can cause which one of 
the following? 


A Improve the bone mineral density n the sp ne anc hips 

B Increase the r sk of breast cancer 

Cause vaginal oleeo ng at the end of each month of therapy 
D Increase the hig r dens ty l poprotein ( HDL) levels 


E Increase the r sk cr clotting 


D Increase [he high density lipoprotein (HDL) levels 


E I Increase the risk of clotting 


Explanation 

Raloxifene 

Activity: Raloxifene is a selective oestrogen- receptor modulator that exerts both 
oestrogen-agonist effects on bone and lipid metabolism and oestrogen-antagonist 
effects on uterine endometrium and breast tissue. 

The most common adverse effects of raloxifene are hot flushes and leg cramps. The 
drug is also associated with an increased risk of thromboembolic events. 

Beneficial effects: The beneficial oestrogenic activities of raloxifene include a lowering 
of total and low-density lipoprotein cholesterol levels and augmentation of bone 
mineral density. Raloxifene reduces fracture risk at the spine but not at the nip. In 
women with a previous vertebral fracture, the magnitude of this reduction has been 
found to be dose-dependent and at least four times greater in women with no 
previous fracture. 

Raloxifene vs oestrogen: Raloxifene does not raise triglyceride or high-density 
lipoprotein (HDL) cholesterol levels. does not have some of the troublesome side- 
effects of oestrogen, such as vaginal spotting (bleeding) or breast tenderness. 
Raloxifene might have fewer side-effects than are typically observed with oestrogen 
therapy because of its tissue selectivity. 





A prev ously fit and we I 24-yea r-o I c presents to the Emergency Department v, th a swollen 
end painful left car There is no past medical history. On examination she has: not: ect- 
looking legs oilatera ly and a swollen eft ca'f. Investigations revea wh te ce i count (WCC) 
54 x 1C- I (lymphocytes 1 5 x 1C- I. neutrophils 5.3 * 1 C - /I > . platelets 86 * 10 9 /l. activated 
partial thro mo op last in time 55s, erythrocyte sedimentation rate (ESR) IS mm in 1st hour an o 
C-reactive protein (CRP) 2 mg/L 

What is the most likely diagnosis? 

A P ■ m a ry a nt i p r os ph ol pi d sy n d rome 
B Secondary a ntiphos ph ol i pi d s y n c ro me 

C Homocystanuria 
D SLE 


E Factor v Leiden def ciency 


Primary antiphosphoEepid syndrome 


B Secondary ant phospho p id syndrome 
C Hoimocyshnurla 

D SLE 


Factor V _eicen deficiency 


Explanation 

Antiphospholipid syndrome 

The phospholipid antibody syndrome is characterised oy the triad cf. 

T n r om bocy toper i a 
Recurrent thromboses 
Recurrent m scar- age 

C nical features include the presence of I vedo reticu ar s. It can e ther Ice primary 'existing 
on ts own) or secondary (usua ly assoc ated w th system c lupus erythematosus cr SLE). The 
absence of evidence for SLE - ie no ra sed erythrocyte sed ™ientat or rate (ESR) 
lymphopenia cr typ ca clinical history - suggests that this Is primary disease 'n this case. 

This d agrosis is further s^ppo-ted by the paradoxically raised activated parti a 
thromboplastin r atio. 

Management 

Recurrent thrombosis n the presence of antiphospho old syndrome s an ird cation for 
life eng warfarin therapy, t should be noted that warfarin s teratogen c a no if this woman 
ever p a ns to conce ve she would have tc be transferred to cw-mo ec .. ar-weight he par n 
inject ons. 



A 75-year-old woman with, a ong history of rheumatoid arthritis com o la ns of chest pain ana 
breathlessness. Or examination she has tachycard a. Her b ooo pressure is 80/60 mnnHg ar.d 
an e ectrocard ogram (ECG) shows ow QRS ventages 

What is the most likely cause of her condition? 


A Aortic dissection 

Con st r : cti ve p e ri ca rd it is 
Acute peri card it s 
D Cardiac tamponade 


E Hyper? ro phic c a ' c o m y o pat hy 


A Aortic dissection 


B Const' ictive pericarditis 

C Acute peri card it £ 


D I Cardiac tamponade 


E Hypertrophic cardiomyopathy 

Explanation 

Pericardia! effusion in rheumatoid arthritis 

Pericardia! effusions are more common in patients with rheumatoid arthritis than 
constrictive pericarditis and acute pericarditis. This woman has cardiac tamponade 
secondary to pericardial effusion caused by rheumatoid arthritis. 

In acute pericarditis, the ECG is diagnostic. Initial ly there is ST-segment elevation in all leads 
facing the epicardial surface. Later on the ST segment normalises and T-wave inversion may 
be seen. 

Hypertrophic cardiomyopathy is a familial autosomal dominant condition in the majority of 
cases. Young adults are most affected. The ECG shows left ventricular hypertrophy and ST 
and T-wave changes. Abnormal G waves, most commonly in the infero lateral leads, occur in 
25-50% of patients. There is no known association with rheumatoid arthritis. 





A 19 -year-old woman p-esents w ch a pa nful left h p anc groin and is unable to weight- beat 
She completed tnerapy "'or acute m ye I c- clastic leukaem a some 6 months earlier. On 
exam nation, sne wa ks witn 3 imp and there is it tation of hip flexion, internal and external 
rot at on investigations show haemog obin. 12.1 g/d wh ts ce count 6.1 « 10 B ■ t platelets 191 
* 10 s / 1, sodium 140 nr. mol/ 1, potass urn 4.7 mmol/ I. creatinine 130 pmc /l t C- re active prate n 
(CRP) 12 mg/I. Tne eft hip X-ray shows joint sclerosis with col apse of the femora- reac. 

Which one of the following is the most likely diagnosis? 


A Seotic arthrit 3 

B Gout 

Pseudogout 

D Avascular necros s 


E Osteoarthritis 


A Septic arthritis 


E Gout 

C Pseudogout 


D I Avascular necrosis 


E Osteoarthritis 

Explanation 

Secondary avascular necrosis 

Secondary avaseu er necrosis may occur as a res., t of corticosteroid use ano malignancy, 
including chemotherapy. Two un control eo studies suggest that bisphosp ho nates can de ay 
comp ete collapse of the femoral head, ano statins given at the same time as corticosteroids 
nay reduce toe chances of developing avascular necrosis, although both of these stud es 
were in an older population. 

Management 

Transtrochanteric xtatione osteotomy is the surgical intervention of choice, wh ch wc'ks by 
moving the diseased section o - ' the femoral nead out o = the weight-bearing line, mcv ng 
weight-bearing to what was oreviously the posterior surface, a though of course total hip 
replacement wil eventua y oe required 




A 47 -year -old woman com plains o r exert onal dyspnoea assoc ated w th a dry cough and 
b oody discharge from her nose. Her ank es t fingers and toes are swollen. Blood tests for 
a nti d o d 'e s a re pos 1 :i ve f o r c y to p I asm, i c ant ne utrop n i s y to p I as m i c a nt b oo i es ( c A N C A). 

What is the most likely diagnosis? 

A Churg-Strauss syndrome 

B Systemic lupus erythematosus 

C Wegener's granulomatosis 
D Rheumato d a - th --jtis w th fiorosing alveolitis 
E Goodpasture's syndrome 


Explanation 

Wegener’s granulomatosis 

Wegener’s granulomatosis is a small-vessel necrotising vasculitis and commonly presents 
with upper airway involvement (typically epistaxis, nasal crusting and sinusitis), 
haemoptysis, mucosal ulceration and deafness clue to serous otitis media. Renal vasculids 
may occur. The characteristic immune marker is the cytoplasmic (sometimes called 'classic 1 ) 
anti neutrophil cytoplasmic antibody (cANCA). The principal antigen in the cytoplasm has 
now been identified as being proteinase 3. 


A 4 0-y ear-old woman who is a keen gardener presents tc her GF complaining of pain in her 
right elbow. She is right-handed and has spent the past 2 weeks planting bulbs in the 
garden. 

Which one of the following features would be most suggestive of a diagnosis of tennis 
elbow? 


A Pain on pressure over the medial epicondyle 


B Pain on wiisfc flexion against resistance 


C Pam on wiist pronation 


D Pam on attempting the chair raise test 


E Pain on elbow flexion 


A Psiri on pressure over the medial epi condyle 


B F ai n on wri :t flexion agai nst resi stance 


P ai n on .*Ti st p ronati on 


D I Pain on attempt ! nq the chair raise test 


E P ai n on eLbcw f lew on 

Explanation 

Diagnosis of lateral epicondylitis 

“enn £ e bow is 5' so known as late ra ep condy ids. Typical syrnotoms i nc ude oain just dista: 
£5-10 mm) zo me ate "a - ep condyle Wrist extens on or supination £but not flexion or 
pronat on) against "esi stance with me eloow extended should provoke the patient's 
syrnotoms. “he chair-raise test may a so be useful in determ n ng the o agnosia. Tne oat ent 
stands behind their chair and atterrotsto ra se t by putting the r hards on the top of the 
chair back and liftng. In patients with lateral epicondylitis, pa r results over the lateral elbow 

Management rwolves physiotherapy, wearing a banc arounc the eloow. sieve d injection or 
lateral release surgery 




A 27-year-old man known to oe NIV-pos tive presents to c nic with xerophthalm a, 
xerostom a, abdom ral pa n, weakness a no exert ion a! dyspnoea. He s noted to have fc ate ral 
parat c glano en a ■•gen an: hepatomega y a.no a per pheral motor neuropathy. He is negat ve 
tor rheumatoid factor and ^or anti rue ea^ antibodies a°o SS-A a no SS-B antibodies. 

What is the most likely diagnosis? 

A S y ste m ic I u pus e ry t he m a tos j s 

B Sjogren's syndrome 
C Lymphoma 

D Diffuse infiltrati ve y m phocy t C sy n dro me 


E Mixed connect ve tissue o sease 


Explanation 

Diffuse infiltrative lymphocytic syndrome 

Diffuse Infiltrative ymphocytic syncr'ome COILS) can ore sent like Sjogren syndic me out exT-e 
g andular manifestations a r e common and it s rare for the patient to have positive 
a utoant bodies. The weakness is due to a peripheral motor neuropathy. Aseptic me n ngrbs 
ana c r ar a I nerve pals es can also occur. Lymphocyt c inte^stitaj pneumonitis : s the most 
serious comolication of OILS 


A 35-year-oid man patient was referred from his GP because of ‘■•©current genita u cars and 
uveitis; ne nas had four recurrences in the last year. Or examination the pat ent a so has 
mouth ulcers 

What is the most likely diagnosis? 

A Sjogren's syndrome 

B B-ehget's d sease 

C Rheumatoid arthritis 
D Systemic sclerosis 
E Polymyalgia rheumatic a 


ExpEanation 
Behget’s disease 

An nterna: onal stuay g r c up has proposed a set of diagnostic criteria cased cn data r r OTi 
914 pat ents with the disease from 12 centres and seven countries, “hese criteria require the 
presence of recurrent oral ulcers and any two of the fc lowing: genital ulcers, def’nec eye 
lesions, defined s k m esions, a positive skin pa-thergy test. 

Sjogren's s not usual y associated w th genital ulcers, there are not p-or nent features of 
arthritis -ere to suggest ■ neurracoic and systemic sclerosis Is assoc ated vv th scierodactyly 
and peri p hers calcinosis. Po ymyalgia s associated with shoulder anc oelvic gird e pain. 


Yoj are exola r ng the ccmmci manifestations of system c lupus erythematosus t< 
year-o d woman who has oeen diagnosed with the c sease 

Which one of the following tissues are most commonly affected in this condition? 


A Skin 


E Lungs 

C Heart and blood vessels 


D Joints 


a 32- 


E Kidneys 


A Skin 


B Lungs 

C Heart and blood vessels 


D I Joints 


E Kidneys 

Explanation 

Joint involvement in SLE 

Joint involvement n system c lupus erytnematosus (SLE) is :ne most common cl n ca 
feature (> 30%) Sima I joints are usually iwoivec r a symmetrical fashion. 

Other systems 

“he sk n s affected in 75% of cases and erythema n a butterfly distriout on on the 

cheeks and across t-'-e bridge of tne rose s characteristic 

Uo to 60%. of pat eots have lung involvement 

“he heart and vascular system are a = fecced in 25% of cases. 

Clinical renal n vo v e m e n t occ u r s in a o p rex i m ate ! v 5 0% o f ca s es. 





A 2B- year-old woman presents with a 6- week ni story of weakness, especially on walking up 
stairs c r rising from a chair. She has had a cry cough ano shortness of bream. On 
exam ration sne nas a proximal myopathy and bibasilar crepitations Invest gat ons reveal: 
erythrocyte sedimentation rate {ESR} 74 mm in 1st hour, C-react ve orotein (CRP) .32 rrg/l, 
anti hue ear antibody 4, Jc-1 antibody positive. The creatine kinase is 5742 U/I p creatir re 
231 umol/. Urine d pst ck shows +++ blood. 

What is the likely cause o r her renal failure? 


A Acute tubular necrosis 

B NSAID nephropathy 

C Malignancy 
D Amyloid 


E Acute glome ru lone ph litis 


A 


Acute tubular necrosis 


Ei N5AID nephropathy 
C Malignancy 
D Amyloid 

E Acute glomerulonephritis 

Explanation 

Anti-Jo-1 syndrome 

This woman has the ar-ti-Jo-1 syndrome, which s characterised by poJymyosite and lung 
fibrosis Her creame kinase level is very n gh and she has myog obirur a (+-+ b ood on 
o p stick) Aoove levels of a Id out 5000 U/ t'-ere is a risk of myog I coin crystal sat ion in the 
kidneys, whico causes an acute tubular necrosis T-e rrrnec ate management is to force a 
d j'esis. It may be necessary to a Ika inise the urine 




A 26-year-olc man presents witn a ho:, swol en and tender r ghc knee ire movement of 
which is severely limited by pain. He has recently returned from a nc id ay in Thailand and 
also has painfu urethral o s change with pus and blood. There s no significant oast medical 
history of note Cn exam nation his BP is 135/72 mm Mg, pulse is 78/m in and regular 
Temperature is 38.5°C His right knee is swo an anc net with suoerficia erythema, and he is 
haloing it in flexion because of ongoing pain 

Investigations; 


Hd 

13.1 g/dl 

WCC 

12.1 :<10 9 /i 

PLT 

201 x10 9 /l 

Na* 

138 mmol/l 

K + 

4.3 mmol/| 

Creatinine 

100 micromol/1 

CRP 

290 mg/I 

Knee X-ray 

unremarkable 



Which of the following is the most appropriate next step? 


A Aspiration, of right knee 

B Start IV Benzy per ciflin 

Sta-t IV Ceftriaxone 

D Blood cultures 


E Start non -stem i dais 


Explanation 

The answer is Aspiration of right knee 

It is clear chat this man has a septic arthritis, as suggested by the monoarthritis with raised 
white count and CRP. The symptoms of urethritis suggest a sexually transmitted cause o f 
which gonococcus is the most likely. Blind antibiotic therapy is not however indicated, and it 
is important to confirm the cause o f his arthritis. Aspiration of synovial fluid is the optimal 
way to do this. IV Ceftriaxone is the antibiotic of choice because of penicillin resistance. 


A 37-year-old woman with nephrotic syndrome has oeen on ora predn so ore for 6 years. 
She now presents with right-sided hip pain and a imp ng gs : t. Examine: or reveals lim ta: or 
of abduction ano rternal r otation o _ 'the right th gh. 

Which one of the following investigations would be most useful in this case? 


A Joint fluid microscopy 

E X-ray of the htp 

C Blood culture 


Serum uric acrd 


E MR! of the hip 


A 


Joint fluid microscopy 


B X-ray of the hip 

C Blood culture 


D Serum uric acid 


E I MR] of the hip 


Explanation 

Early diagnosis of avascular necrosis of the femoral head 

“h s patient most probab y has suffered avascular necrosis of the femoral head because of 
her prolonged corticosteroid treat men", in eahy cases, the X-ray may oe normal, but bone 
sc nt cr'aphy or magnetic resonance imaging will demonstrate :ne esion. 




A patient with systemic up us erythematosus has uncontrol ec hypertension cur ng her 
pregnancy. She is in week 32 and has a blood pressure of 152/84 mmHg. 

What is the most appropriate therapy? 

A Warfarin 

E Heparin 
C Ramspril 

D La beta oi 


E Cyc opnosghamide 


A 


War far p. 


E Heparin 
C Ram pri 1 


D I Labetatol 


E Cyc ophosphamide 

Explanation 

SLE and hypertension in pregnancy 

“ha goal cr treatment forth s woman w th systemic lupus erythematosus (SLE) is to 
minim se symptoms and slow me progression of the disease Symptoms shoulc oe t reate c as 
appropriate Diuretics and arig otens n-convert n g enzyme (ACE) inhibitors shou d be 
avoided in pregnancy, but abetalol is considered a relatively safe option 





A 65-yea r - old woman with a 10 -year history of rheum ate d artirr'tis, treated with me ox ice m 
and methotrexate, presents wit-n an acute swell ng of her right knee. She is feb r le (37.8 : C) 
with a warm, swcl en right knee with an effusion. She nas a mild neutropni ia and 
normochromic normocytic anaemia The C-reactive prote : n (CRP) is 70 mg/I ana the 
erythrocyte sedimentation rate (ESR) is 65 mm r 1st hour 

Which one of the following represents the most appropriate management? 


A Add c r a predniso one to the present therapy 
E Aspirate the knee effusion a"d inject intra-articu ar depomed r one 
Aspirate tie knee effusion and sene for microbioJog ica analysis 
D I ncrease methotrexate to the maxima dose 


E St a rt a 6 - we e x co u r s e of o ra a nt i b ; oti cs 


A Add o r a predniso one to the present therapy 


B Aspirate the <nee effusion and nject intra-articj ar de pome drone 


C I Aspirate the knee effusion and send for microbiological analysis 


D Increase methotrexate to the maxima dose 
E Start a 6-week course of ora ant : b otics 

Explanation 

A soptic joint in rheumatoid arthritis 

Septic arthritis must be excluded in this pa: ent. Patients w th rheumatoid arthritis have an 
increase risk of septic arthritis and the associated mortality n patients aged over 65 yeans is 
20%. “he knee should oe aspirated under asept c conditions a no the synovial fluid sen: in a 
sterile boot e '"or microbiological analysis. Inoculat on of fluid into blood culture settle 
increases the like! hood of culturing bacteria It s important to inform the microbiolog si that 
the patient s immune suppressed because the incidence of atyp cal organisms will be 
increased. In ado tion, send synovial fluid for cytology and a white blood cel count. 




A 47-year-old -■von an o resents to the Rheumatology C nic with severe ^heumatoio arthrit s 
for review She h as suffered from the Disease for some 7 yea^s and is managed with a 
combination o" low- dose prednisolone and methotrexate. Op examination she has evidence 
o^ joint disease affecting Doth hands, elbows and knees. Her investigations show: 
haemoglobin 173 g/dl, white celi count 6.1 * 1C 9 /I. o a tenets 215 x 10 3 /l, erythrocyte 
sedimentation "ate (ESR) 34 mm ip 1st hour, soo urn 139 mmol/ , potass jm 4 8 mmol A 
creatinine 145 pmol/f. You a'e reviewing possib e targeted immunotherapies as the next 
treatment opt on. 

Which one of the following is closely involved in the pathology of rheumatoid arthritis? 

A IL-1Q 

E IL-2 

C TNF-alpha 

D TGF-alpha 

E Eoicerma g rowt h fa ctor 


A I L-1 0 


E IL-2 


C TNF-alpha 


D FGF-alpha 
E Eoiderm a 5 ; g rowt h fa ctor 

Explanation 

Immunotherapy of rheumatoid arthritis 

E evated levels of tumour necrosis factor alpha (TNF-n), interleukin 1 (IL-1), interleukin 6 <!L- 
6). transforming growth factor beta (TGF-B), fibroblast growth factor and p ate et-de r ved 
g row t h fa ct o r ha ve a bee n d e m o ns t ra ted in pa: s-^is w ith ■■ hi eu nr at o i d a rt hritis. E I eva te d 
levels of TNF-a n particular have been demonstrated w thin the joint spaces of patients with 
active meumatoio arth rib's. Trials of ant -TNF-a agents have shown repressive results in 
rheumeto d arthritis and are prescribed ~or patients who have continued active disease 
desp te introduction of a typical second- ine agent. 




A 7^-year-old woman presents with left knee pain. She has a h story of hypertension wh ch is 
treated with indapamide 1.5 mg daily and is obese, with a oocy mass ndex (BMf) of 
31 kg/m 2 . She looks well and her blood pressure s 135/32 mmHg. On examination the knee is 
unremarkable, but internal rota: on of the e r t hip is lim tec oy pa n Investigations show: 
haemoglobin 12.1 g/dl white cel count 5.2 * IQ 9 / platelets 192 x 1C 5 /l sodium 141 mmol /I 
potass urn 4.9 mnol/l, creatinine 110 u.mol/1, erythrocyte sedimentation f ate (ESR) 10 mm in 
1st hour A left knee X-ray is normal 

Which one of the following is the most appropriate next investigation? 


A MRI knee 

E Arthroscopy knee 

C X-ray femur 

D X-ray left nip and pelvis 


E Bone scan 


A MR! - "se 


E. Arthroscopy knee 
C X-ray femur 


D I X-ray left hip and pelvis 


E Bone scan 

Explanation 

Osteoarthritis of the hip 

Patients w th osteoarthritis of the hip may present with knee oa p r t ie first instance, and 
particularly because limited internal rotation is a sign of hip arthritis, “he white count is 
norma as is erythrocyte sedimentation rate (ESP) so that there is noth ng to indicate ar 
infect ve or nfiarrmatory cause here. P an X-ray o s the h p and pe vis is likely to prcv de 
evidence of the extent of jo nt destruction and inform the decision about the optimum time 
for h p replacement surgery. In the meantime, oaracetamc w th or w thout nor. -steroids I 
anti-inf a minatory doigs wou d be the treatment of choice. 




A 68-year-old nan who s on a stable dose of warfarin therapy for an artificial aortic valve 
replacement comes to the Emergency Department He ras recness, swelling and pain over 
the first metatarsophalangeal joint of his ght foot. On examination nas appears to have 
acute gout Investigations show naemoglob n 11 9 g/dl, white cell count 5.2 * - 0 3 platelet 
229 * 10 9 /l. sodium 140 mmol/1, potassium 4.5 mmol/I, creatinine 145 pmc /I, international 
norma ised ratio (INR) 2.9. 

Which one of the following agents is the most appropriate treatment for his gout? 


A Prednisolone 

E. Colchicine 

C Diclofenac 
D Aliopurinot 


E Indometacin 


Prednisolone 


B Colchicine 

C Diclofenac 

D Allopurinof 
E Indometacin 

Explanation 

Treatment of acute gout 

Prednisolone decreases polymorphonuclear cel activity and reduces capillary 
perneabi ity and inflammation, therefore reducing pa n ard swell ng in the joint during 
the acute pence 

Non-steroidal drugs such as indometacin and diclofenac should clearly be avoided in 
conjunction with warfar n as they may sign f canty incease the risk of oleed ng 
Colchicine is second ihe therapy, oecause non-steroidal drugs are the usual first-line 
treatment for acute gout, yet a number cr drug survei lance experts have also 
col ected case series suggesting that colcnicine leads to elevations in the Internationa 
norma sed ratio (INR) in cert a n patients 

Allopurinol can worsen symptoms when usee acutely in the treatment of gout, so it 
should be avo ded 




A 35- year-old woman comp ahs of t lateral stiff ana oainfu joints in her hands ard feet for 
the past 3 months “he stiffness lasts for more than an hour in the mornings. On exam nation, 
her nrigers are swollen and stiff. Movement is painfj 

Which test would be most likely to contribute to diagnosis in this case? 


A X-ray of the hands and feet 

B Serum uric acid levels 

C Joint aspirate for ciystals 

D CRP levels 


E Plasma rheumatoid factor 


C Joint aspirate fen crystals 

D CRP levels 


E I Plasma rheumatoid factor 


Explanation 

Diagnosis of rheumatoid arthritis 

Diagnosis of rheumatoid arthnes re! : es or the clinical features. The American College of 
Rheumatology criteria (in use n the UK) are 

Morning stiffness >1 hour 

Arthrit s of three or more joints for 6 weeks or more 

Arthritis o ? the hand joints anc wrists 

Symmetrical arthritis 

Subcutaneous nodules 

A positive serum "heumatoic factor 

Typical rac o logical changes 

Four or more criteria are necessary for diagnosis. 

“his patient already has the first four cr teria. Rheumatoid factor is present in approximately 
70% of cases. On y soft-t ssue swell ng may be v stole on X-ray in early disease. Hence, 
rest ng for rheumatoid factor wou d be more relevant in this case. 




A 19-year-olo ma 0 o resents to the Rheumatology Cl nic with worsen rg pa n and stiffness 
accross his lower back and hips which s parti cu arly bad n the mornings. He ras trsec 
tak ng I bu profen and Paracetamol regulady with little effect There is no past medical history 
o f note. On examination his BP is 135/7.2 mrnHg, pu se s 70. t p and regu ar. "here are no 
murmurs a no his chest s dear, a though expansion appears sightly reduced He s tender 
over the sacroiliac jcirts bi atemily and has limited lateral end forwarc flexion o ; r 3 spine. 

Which of the following is the optimal way to confirm the underlying diagnosis? 


A Autoantibody status 

B G27 status 

C ESR 

D MRl umbar spine and pelvis 
E Whole spine X-ray 


Explanation 

The answer is MRS lumbar spine and pelvis 

The suspicion is that this patient has ankylosing spondylitis. Looking for sacroil iris is 
important with respect to confirming the diagnosis, and MRi is much more sensitive than 
plain X-ray in looking for early disease. Much later on in the disease vertebra! bodies may 
become 'squared' „ syndesmophytes form between adjacent vertebrae, there is ossification 
of spinal ligaments and, m late disease, there may be complete fusion of the vertebral 
column. Whilst the vast majority of patients with AS are B27 positive, B27 negativity does 
not exclude the diagnosis. ESR is less specific for disease activity in AS than in other 
rheumatic diseases, and autoantibody status is unhelpful in AS. 


A 30-yea '-ole fa ■Tier presents w th a h story of myalgia, fatigafci icy, occasions Pouts of 
fever, depression and right <oee joint pa n for the past £ months On exam nation there s 
lymphadenopathy and fiepato splenomegaly Tne Brucella agglutination tit'e is e evated 
fourfold. 

Given the likely diagnosis, what treatment would be most helpful in this condition? 


A Intravenous benzyl penicillin monotherapy 


B Erythromycm/co-amoxFclav dcxycycline combination 


C Dcxycycline/ rifampk-in /gentamicin combination 


D Amoxicillin monotherapy 


E Gentam-fc-in/flucloxacilLin combination 


A Intravenous benzyl penicillin monotherapy 


B Eryt h rom yc in / c:o- am owe L av/ doxyc yc I in e com bin at ion 


C I DoxycycIine/rifarnpKin/^ntarnidin combination 


D Amoxicillin monotherapy 

E Gentamicin /flucLoxacillin combination 

Explanation 

Brucellosis 

Bruce- losis is commonly see^ n people handling farm animals Toe therapy w th the lowest 
rate of re apse which is most easily obtainable is triple therapy with doxy eye line, rifampicin 
and gentamicin in combination. Strep tom yc n may also be effective Co-e r noxazole may be 
substituted as toe th rd antioior'c with doxycyciine and rifamp cio to prov de ar all-oral 
regime. 

Intravenous benzyl oemc II n s useful ip Lyme c sease in the later stages. Intravenous 
perici -in or erytoromyc n s g ven in leptospirosis. Gentamicin is prescribed for tjlaraem a. 




A 23-year-olb mar with anky los ng spondy itis presents with blood ++ and prote r + in the 
urine An ultrasound scan shows norma -sized k dneys. 

A renal biopsy might reveal which one of the following features? 

A Apple-green birefringence in oolarised I ght 
£ M em bra no pro I i fe rat i ve glorrs ru I on e p h ritis 

C IgA deposition 
D Nephrolithiasis 


E Mem ora no us glomerulonephritis 


A Apple-green birefringence n oolarised light 
B M ern b r a no prol i fe rat i ve gl omeru I onep h r rtis 


C I IgA deposition 


D Nephrolithiasis 
E Membranous glomerulonephritis 

Expfanation 

Nephropathy associated with ankylosing spondylitis 

Three types cf nephropathy are classically associated with ankylosing spondylitis: 

AA amyloidosis, more common when the disease has been going on for many years. 
The kidneys are usually enlarged on ultrasound and biopsy shows amyloid - apple- 
green birefringence in polarised light. 

Non-steroidal anti- inflammatory drug- (NSAID-) induced nephropathy. 

IgA nephropathy, also common among young men in the absence of ankylosing 
spondylitis It may be entirely asymptomatic or it can be associated with haematuria 
and hypertension. 

In this case the presence of blood and protein most supports a diagnosis of IgA 
nephropathy and concurrent IgA deposition. 




A 74-yea r -old worn a r com pi a ns of eft knee oa n that is exacerbated by weight bearing and 
armbu atior Examination of the knee revea s a small effusion, (without warmth), oony 
enlargement and crepitus w 't h flexion and extension of the knee. A diagnose c artbrocentesis 
is performed. 

Which one of the following features of the arthrocentesis is an unusual finding in this case? 

A Pale yellow color 

B Good viscosity 

C Routine culture negative 
D White b l ood cell (Wfi- C } cou n t SOD /mm 3 


b Glucose L4 mmol/l 


A Pale yellow color 


B Good viscosity 


Routine culture negative 
D White blood cell (WBC) count 300/ mm 3 


E I Glucose 1.4 mmol /l 


Explanation 

Synovial fluid analysis 

Clinically, trs patient has osteoarthritis of the left knee Synovial fluid in patients w th 
osteoartnritis s tyoically 'non-inf ammatory r 4 meaning that :^e eucccyte count is ess than 
2000/imm 3 . 

A low eve I of glucose in the synov a fluid won d not be found in this patent but is often 
found n septic arthritis of bacterial origin. Where the white blood cell count is aoove 
2COC/nn a snp ricai antioiot c therapy wou d usual y be started, as any delay in initiation cf 
therapy may result in severe joint damage 




A 25-year-oid man presents >v th a 10-day history c ; low back pa n and stiffness that s worse 
in the morning and relieved by exercise 


Which one of the following investigative findings would be seen earliest on an X-ray of [he 
lower spine? 

A Blurring of the upper and/or lower vertebral rims at the thoraco umbar function 
B Sclerosis the sacroil ac jo'nts 

C Presence of syndesmophytes 

D Fusion of spina facet jo ints 
E Calcification cf intervertebral gaments 


Blurring of the upper and/or lower vertebral rims at the thoracolumbar junction 


B Sclerosis of the sacroiliac joints 

C Presence of syndesmophytes 

D Fusion of spina facet joints 

E Calcification of-intervertebral i garments 

Explanation 

%-rav changes in ankylosing spondylitis 

This patient most probably has ankylosing spondylitis. 

Early changes 

The earliest radiological appearances in the spine are blurrin 
vertebral rims at the thoracolumbar junction (best seen on a 
an enthesitis at the insertion of the intervertebral ligaments. 


U of the upper and/or lower 
lateral X-ray). This is caused by 


Later changes 

Persistent enthesitis causes bony spurs (syndesmophytes). Fusion and sclerosis of the 
sacroiliac joints and calcification of intervertebral ligaments occur at a later stage. 



An 83-yea r-o3d man comgla ns of neck pa : n that has been progressively increasing over :ne 
past month An X-ray shows '"or ward o sp a cement of the fifth cervical vert a ora. 

What is the most probable cause of this condition? 


A Failure of fusion of the odontoid process with the axis 


E Inflammatoiy softening of the transverse ligament of Che atlas due to rheumatoid arthritis 


Instability of the posterior facet joints due to osteoarthritis 


Li' Whiplash injuiy 


E Osteoporosis 


A 


Failure of fusion of the odontoid process with the axis 


B Inflammatory softening of the transverse ligament of the atlas due to rheumatoid arthritis 


C I Instability of the posterior facet joints due to osteoarthritis 


D Whiplash injuiy 
E Osteoporosis 

Explanation 

Corvical spondylolisthesis 

“his patient has cervical spondy ol sthesis, where there is usually forward displacement of 
one vertebra upon another The most common cause in this age group is osteoarthritis of toe 
posterior n ter vertebral jo nts, which become unstable and permit vertebral c spl a cement. 

Differential diagnosis 

Congenita fa lure of fusion of the odontoid process with the axis s a rare condic on and 
wou d s so not involve the fifth cerv ca vertebra. The'e s no prior history of •'heumstcid 
artn- tis or whiplash injury Osteoporosis would cause a crush fracture of vertebral bodies 
without a sp acement 




A 6-yea r-o d girl presents with cole. painful lower extremities On exam nation she 3 fquno 
to have a blood pressure of '30/120 mmHg in her right and left arms The femoral pulse is 
founc 10 oe weak and the b ooc oressu^e n her lower i mbs s 80/60 mmHg An X-ray of the 
chest shows notch rg of the ribs along their ower borders. 

What is the most likely diagnosis? 


A Femoral arte iy thrombosis 


B Coarctation of the aorta 


C Raynaud's disease 


D T akayasu ' s arte intis 


E Cervical ihb 


B 


Coarctation of the aorta 


C Raynaud's disease 

D Takayasu's arterrtis 

E Cervical, lib 

Explanation 
Painful extremities 

“he features are characteristic of coarctation of the aorta Most patents are 
asymptomatic. Notch ng of the ribs is cue to an ncreased coliatera circulat cn. 

Femoral artery thrombosis s usual y unilateral and s unusual n this age group in the 
absence of a ore disposing factor, 

Raynaud's disease is the occurrence of Raynaud's phenomenon in the absence of any 
u^de" ying disorde r Th's occurs predominantly in young women 
Takayasu's arteritis is an iciopathic vasculitis that affects the Irst few cent metres of 
the innominate, carot d a no subclavian arteries and the adjacent port on of the aorta 
“!te typical patient s a woman between the ages of 20 and 40 years Peripheral pulses 
in the upoer and lower limbs nay oe weak or absent. Irvo vement of the eyes and 
cent "a nervous a"d car c ovascu ar systems leads to characteristic symptoms The 
re ns arteries are mecuently invo vea.. eading to hypertension 

A cervical rib may cause oain and numbness in the hand or forearm with weakness and 
muscle wasting The rad a I pu se may be weak and me forearm eve nose c X-rays w II 
show the rib. 




A noddle-aged woman w th a history cr rheumatoid arteritis Oeve ops sudder swelling in one 
of her knees The knee is net a^d tender' 

Which of the following is the most appropriate initial investigation in her case? 

A Joint fluid microscopy and culture 

B Joint fluid crystaL examination 

C Blood culture 

D X-ray of the knee 

E Test for rheumatoid factor 


Joint fluid microscopy and culture 


B Joint fluid crystal examination 

C Blood culture 

D X-ray of the knee 

E Test for rheumatoid factor 

Explanation 
Septic arthritis 

Septic arthrit s may occur in a joint damaged ay rheum a to d arthr :is Th 3 typically presents 
acutely with a painful, hot, tender, swol en joint, usually monoarticular Jc rt flu d culture 
wou d be the most appropriate investigation n this case 



A 3 5 -year-old patient complains o~ feel ng unwe i for the last 6 months. He has increased 
pnoeosensitiv ty and a purp isn-red rasn around me eyes. On exam ration :he ,- e is an 
erythematous scaly eruption ever the extensor su races of nis arms. 

Which other concurrent disease would you suspect? 


A Hepat'iis 
B Diabetes me itus 

C Haemocfromatosis 
D Malignancy 


E Emphysema 


D 


Malignancy 


E Emphysema 

Explanation 

Underlying malignancy in dermatomyositis 

This is dermatomyositis, showing a characteristic heliotrope rash that often precedes or 
accompanies muscle weakness. The heliotrope rash is a symmetrical, confluent, purple-red, 
macular eruption of the eyelids and periorbital tissue. Oedema may also be present. A 
significant proportion of adults with polymyositis and dermatomyositis have underlying 
malignancy, usuaily a carcinoma. The association with malignancy is stronger for adults with 
dermatomyositis, who die from cancer significantly more often than age-matched controls. 
Many types of malignancy have been reported in association with dermatomyositis, 
including lung, oesophageal,, breast, colon and ovarian tumours. Among women with 
dermatomyositis, the risk of ovarian cancer is as much as 20 times greater than that of the 
genera! population. 

Investigation 

Most patients diagnosed with primary polymyositis or dermatomyositis {children excepted) 
should undergo some surveillance for a disease-associated malignancy. This screening 
should be based on a careful history, physical examinations and the performance of a limited 
number of routine tests {eg chest radiography), in addition to age- appropriate cancer 
screening such as mammography and flexible sigmoidoscopy. 




A 38-yea f -ola mar a resents wi m lateral swe line; and tencerness of noth forearms Trere is 
severe iriouration of the skin {pbbj u'orange) and b ateral car pa tume syndrome with 
flexion contractions of me fingers He denies hav n g Raynaud's phenomenon. 

Investigations show naemoglob r 13.1 g/di, pate- sis 360 * IQ 9 /! woite cell count (WCC) 7.8 
10 9 /l, neutrophils 4.3 * 10 3 / , lymphocytes 2.0 x 10 9 /l eosinophils 1.5 * 10 9 /l. Serum protein 
e eemophores s demonstrates hypergam maglobulinaemia 

What is the diagnosis? 


A Progressive system c sc erosis 

B Eosinophilic fasciitis 

Eos i no phi ia myalg a syndrome 
D Pa rare op ast c syndrome 


E Jaccoucr's arthropathy 


Explanation 

Eosinophilic fasciitis 

“he character Stic finoings n eosinoph i c fasci tis are: 

Swelling ana tenderness of the "o rear ins, with in dura: on of toe skin (peau d'crange) 

Carpa tunnel syndrome 

Flexion contractions of the nngers 

Peripheral blooo eosinophil a 

Hypergam magtobu inaenia 

“here a an acute-phase response w th elevated ESP and hy pergammaglobinaem a. 
Raynaud's dees not occur. The diagnosis s confirmed by deep biopsy 


A 16-year-oic school student complains of low back pain rad ating to fie back of his legs, 
"'here s no ;oss of sensation or movement His erythrocyte sedimentation rate ;ESP) is 
e evated a no serum rheumatoid factor is negative X-ray of the spine shows anterior squar ng 
of the vertebrae 

What is the probable diagnosis? 


A Ljn'oar disc prolapse w th sciatica 

B Rheumato d a rth iritis 
C Sp n al stenosis 
D Ankylosing spondylitis 


E Paget's disease of bone 


Explanation 

Ankylosing spondylitis 

The findings are suggestive of ankylosing spondylit s. Sacroil iris is often tne first 
abnormal ty, with irregularity and loss of cortical margins, widening of the joint space and 
subsea uently margin a sclerosis, narrowing and fus on Lateral views of the Thoraco urnba r 
spine might show anterior squaring of the vertebrae, which is cause o by erosion and 
sc erosis cf the anterior corners end periostitis of the waist of the vertebrae 

Differential diagnosis 

Rheumatoid arthritis is more common in women, with a peak onset in the r ih:h decade. 
It affects the peripheral joints {hips., knees, hands and feet). 

“here s a reduction in the joint space n cases of lumbar disc prolapse with sciat ca 
and spina stenos s (see oelow). 

Spinal stenosis is a disorder of o der age and commonly presents w th 

pseud oclauc cation e discomfort or pa r in tne egs on walking that s re ieved by rest 

and by bending forwards 

Paget's disease s seldom diagnosed before the age cr 40 years. Tne classic 
presentation is with cone pain, bone deformity, dearness and pathologica fractures, 
“he d agnosis is established by tne fine mg of a raisec serum a -cal re phosphatase level 
associatec with normal I ver r u r, ct on tests. 


A 57-yea r-old man on cidosporin follow rg a renal transplant suddenly develops severe pa n 
swel ing a no '’edness in his left knee 

Which one of [he following investigations would be most helpful in providing a diagnosis? 


A Serum uric acid 


B Joint fluid microscopy and Gram stain 


C Blood culture 


D Seru m creatinine 


E X-ray of the knee joint 


A Serum uric act'd 


B I Joint fluid microscopy and Gram stain 


C Blood culture 

D 5e rum creatinine 

E X-ray of the knee joint 

Explanation 

Diagnosis of septic arthritis 

“his patient most probab y has sept c arthritis as a corse cue nee o' h s immunosuppressive 
therapy with cidosporin. Aspiration of the joint Huio and Gram sta r ng won d estab isn the 
a agnosis. B ood cultures may net oe posit ve in up to one-third of cases. X-ray of the joint 
wou : d not reveal any so norm a icy whi s serum urate and creatinine levels would be 
unaffectec 





A 19-year-olo ti an presents to his GP 1 month after returning from a hoi day to Berlin He 
comp ains of rectal discharge, oain a no dia rr hoea : arg pa n. affecting his nght knee. 

Add ticna y, ne nas pa n and photosensitiv ty effect ng both eyes, and hyperkeratot c, 
reddened sk n on his palms and the soles of h s feet 

Or examination he appears to have conjunctivas, k era tod e- m a blennorrhag ca ano 
monoanh 1 ' tis of his ■■ got knee. Investigations show haennog ob r 1.2.1 g/o , wh te cell count 
13.1 k 10 Vi* P ate ets 190 x io s /l, sodium 141 mmol I. potassium 4.0 mmoly I, creatinine 94 
lump! /I, erythrocyte see i men tat on rate (ESP) 35 mm in 1st hour Rght knee aspirate showed 
no organisms. 

Which one of the following is the most appropriate initial treatment for his arthritis? 


A Salazopyrine 
B Doxy eye line 
C Prednisolone 
D Diclofenac 

E I n t ra- a rt eu I a : r co rt i cost s ro i d i n j ecti on 


A Sb azopyrine 
E Doxycyc ins 
Prednisolone 

D Diclofenac 


E I (ntra- articular corticosteroid injection 


Explanation 

Management of Reactive arthritis (previously Reiter 
syndrome) - 

“his ms -1 has ■•eact ve arthritis. Reactive arthritis may occur in conjunction with 
gastrointestinal or venereal infect on, symptoms beg nr rg around 1-3 weeks after the initia 
period of nfection. 

Non-steroidal anti -inf 'a mm a tony drugs (NSAIDs) form the foundation of therapy, a though 
here where the patient has presented w th monoarthrit s, intra-art cular therapy may remove 
[he need for systemic NS AID therapy The role of antibiotics s controversy some 
commentators recommend rg their use because the origin o z the d sease s presumed to oe 
an infect ous agent, but others po nting cut that their use does not shorten the course c z the 
d sease Patients with pro onged systemic symptoms may be consioered for oral 
coin costeroids or sa azopyrine. 




A 20-year-old Eta an waiter has pa nfu Tiojtr and genital ulcers assoc ated w th arthralgia 
c F h s e bows and knees. On examination, tender, red, raised lesions are seen or both egs. He 
has had two such attacks in the past. 

What is the most likely diagnosis? 


A Bencet's d sease 

B Enteropatnic arthritis 
Re ter syndrome 
D Po.iyarterit s nodosa 

E Gonococcal arthritis 




Explanation 
Behcet’s disease 

Bencet's disease s a vascul tis of unknown aetic ogy that characteristically targets venules. It 
is common r the Mac terra nean reg on and in Japan wnere ths-e s a strong association 
with HlA E51 Oral ulcers occur in almost al cases. Gen tal ulcers are :ess common (60- 
80%). “he usual skin lesions are erythema nodosum or acreiform lesions, but migratory 
thromboohleditis and vasculitis a so occj 1 ' 

Differential diagnosis 

Enteropathic arthritis is an acute inflammatory c igoarthtitis :ha: occurs in 12% of 
peop e with ulcerative edit s ana n 20% cf peep e with Crohn's disease. Mouth ulcers, 
erythema nodosum anc -ids can occur. Treatment cf the underly no condition relieves 
the symptoms 

Reactive arthritis (formerly Reiter syndrome) is a triad of arthritis, conjunct vit s or 
uveitis and non-specific urethritis 

U aeration is no: a feature in gonorrhoea D sseminated gonorrhoea car present w th 
painful oustular skin lesions. 

Mouth and gen ts eerai on is not a ^satire of polyarteritis nodosa. 


A 58-yea r-Q I c worm an is admittec to Hospital with a history of general muse e weakness of 12 
months' durat on She also g ves a h story of pain in the small joints c~ her hand, which sne 
has had for mo-e than IS months. In add tie's, the^e ? s History of o fficj ty swallowing. 

Examination s norma except for tenderness o r her upper arms, there is no obvious synovitis 
affecting iher hands Her erythrocyte sedimentation rate (ESR) is 60 mnn n 1st hour, her 
haemoglobin is S5 g/o ano her mean corpuscular vo ume (MCV) and mi ear cell 
haemoglobin concentrat on fMCHC) are normal. Semm antinuclear antibod es and 
rheum ato d factor a r e positive. Creatine u nase s a so raiseo 

What is the most likely diagnosis? 


A Rheumatoid arthntis 

E Sjogren synorome 
C Po y m y a I g i a r he u m a : c a 

D Mixed connect ve tissue disease 


E 


Po y myositis 


Explanation 

Polymyositis 

Po y myositis is a disorder of the muscles characterised by necros s of muscle f ores, to get he 
with regenerat on and inflammation. Demn atomy ositis is the name giver tc tne eondit on 
when a rasn accompanies polymyositis "h : s shows as increased me dence of carcinoma of 
the bronchus n men and of the ovary r women 

Clinical features 

It presents with prox rral muscle weakness and wasting Muscle pair and tenderness can 
occur in up to 50% of patients. Put weakness is the main symptom. Artnra gia affecting me 
small joints the hands can occur in about naif of a i patients, pre-dat ng the muse e 
weakness. Dysphag a due to oesophageal muscle spasm occurs ir up to 50% Raynaud’s 
phenomenon s com monl y s ee n . 

Diagnosis 

Muscle enzymes (creac ne phosohokinase anc aldolase) a r e raised an c can be used to 
monitor me disease E ectro myography (EMG) shows short pqiyohasic motor potent i a s, 
spontaneous fiorii a: on and high -frequency repetitive discharges. Patierts have a ra sed 
erythrocyte sedimentation rate (ESR), a normocytic ano normochromic anaemia, and 
positive rheumato d ■’actor and antinuclear ant Dodies 

Treatment 

Patients, shoe d be treated with prednisolone at a dose of 60 mg daily, reducing to a smaller 
maintenance dose Physiotherapy tc restore muse e strength can be n e!pful 
I mm j nosu p press ants such as methotrexate or azathioorine m ght be needed 


A pat ent wi:n recently diagnosed systemic jpus erythematosus undergoes serum testing 
for antibody eve's. 


Which one of the following antibodies would be most indicative of severe systemic 
involvement? 

A Antinuclear entiboc es 
B Anticardio ip r art bodies 
C Antinucleosome antibodies 

D Rheumatoid factor 


E 


Anti doubJe-stranded DNA antibodies 


A A nt i n ucl ea ran ti b o □ & s 


B A nticardioSi pm antibodies 

C Ant nucleosome antibodies 
D Rheumatoid factor 


E I Anti double-stranded DMA antibodies 


Exptanation 

Antibodies in SLE 

D o u ble - st - a n d ec D N A (ds D N A ) b nd i n g s s pe c f c f o r sys ternic l u pu s erythematosus ( S L E) 
and is present in 70% of cases. However, its presence most often indicates severe system c 
involvement (eg rena disease). Antinuc eosome anti boo es ore-date arti-csDNA antibodies. 
Antinuclear antiboc es are posit ve in a most a cases and are non-specific. Rheumatoid 
factor is pos tive in 25%. while anticardiolipin antibodies are present in 40% of pat snts 





A 44-yesr-old man presents with pain in his hips and lower Pack Blooc tests are 
unremarkable except for serum alkaline phosphatase, wh ch is 1200 lU/i (normal range 45- 
105 IU /0 A pain X-ray shows osteolytic and osteosclerotic esions. 

What is the most common site of occurrence of this disease? 


A Skull 

B TibJa 

Pelvis 

D Femur 


E Lumbar spine 


A 


Skull 

“ifcMa 

C Pel v s 

□ Femur 


E I Lumbar spine 


Explanation 
Paget's disease 

“his patient most probab y has Paget's c: sease.. as suggested o\ the rssj ts of the 
investigations. Between 60% and 80% of patients with radio logically dentified Pager's 
d sease are entirely asymotorna: c. The disease may involve one bone or many. The cone tion 
commonly affects me oe vis and spine, particu arly the lumbar spine, with a frequency of 30- 
75%. The sacrum is involved in 30-60% of cases and the skull n 25-65% of cases. The 
proximal long bones, espec a I y the femur, a^e also affected frequently <25-35% of cases). 
Inyc vemert of the shou der girdle and proxima humerus is nc: uncommon. Though any 
bone may be affected the fibula ribs, and bones in tne nards anc feet are nvo ved 
infrequently. 





A 55-year-old man compla ns of a gritty sensation n nis eyes and a dry mouth of several 
months' ourat on He also has vague joint pains n his hands and feet. His wife mentions he s 
also dyspnoeic on exertion and cannot keep up w th ner during their walks. 

What is the cause of his eye and mouth symptoms? 

A Polymyositis 
E Polyarteritis nodosa 

C Sjogren's syndrome 

D Mixed connective tissue disease 

E Rheumatoid arthritis 


Explanation 

Sjogren syndrome 

Sjogren sync ro me is characterised by dry eyes and mouth and may be associate o w th 
arthra gia, Raynaud's phenomena, dysphagia anc abnorma l oesophageal moti ity pulmonary 
d f fusion defects and fibrosis Respiratory symptoms may come from a combination 
xero: v achea : whicn manifests as a dry cough, interstitial lung disease or recurrent 
pneumonitis Secondary Sjogren's may also occur n conjunction with otner causes o - " f orotic 
lung os ease An: -Ro anti do o es are found n over 70% of the patients with primary Sjogren 
syndrome. 


A 32-yea r-o d ne'i is referred w th oouts of low back pa n waging him a: night for scout 6 
months. The pain is oca ised to the owe" luToa-' region and the buttock He has changed his 
jo a from working in a warehouse doing heavy i fting to clerical tasks. He has to wake himself 
an hour or two ear ier in the mornings than he jseo to n order to looser up so that he can 
get to work on tine, his pas: medical history revealed a ma ignant skin melanoma that was 
surgical y removed 2 years earlier. 

What is the most probable diagnosis in this case? 


A Enter vertebra disc prolapse ano sciatica 

B Sp nal canal stenosis 

C Ankylosing spondylitis 

D Melanoma recurrence ano spread to vertebrae 


E Osteomyelitis of t he lower I u m da r ve rte b ra 


Explanation 

Ankylosing s pond vims 

The character of the back pain implies inflammatory disease. Pain has persisted for over 3 
months. He has noticed increasing back stiffness in the morning that improves during the 
day; and the pain is probably so severe at night that it prompts him to get up and become 
mobile to reduce the symptoms. The above features suggest an inflammatory nature of the 
pain, most probably ankylosing spondylitis. 

Patients with ankylosing spondylitis generally present with back pain that is worse after rest 
and improves with exercise. The onset is typically insidious in a male under the age of 40. 

Differential diagnosis of back pain 

Sciatica is the hallmark symptom of clinically significant disc herniation. It presents as sharp 
or burning pain that radiates down the posterior or lateral aspect of the leg to the ankle or 
foot (depending on the specific nerve root involved). The pain may be worsened by cough, 
Valsalva manoeuvre or by sneezing and is often accompanied by paraesthesia and 
numbness. Around 90% of mechanical causes of back pain last less than 8 weeks. 

Spinal canal stenosis occurs in young people who have a congenitally narrowed lumbar 
spinal canal and also in elderly people with osteoarthritic spurring, chronic disc 
degeneration and facet -joint arthritis. The characteristic complaint is pain in the low back 
and gluteal region that is made worse by standing, walking or other activities that cause 
spinal extension. Other characteristics are relief by rest, especially by sitting or lying down, 
and by flexing the spine and hips. Symptoms are often made worse by walking and relieved 
by sitting down and resting. The symptoms can mimic vascular insufficiency and are 
sometimes referred to as 'pseudoclaudication. 3 


Back pain due to osteomyelitis is usually dull and often occurs in conjunction with low-grade 
fever and spasm over the paraspinous muscles. Tenderness to percussion over the involved 
vertebrae is common, bui^ever is absent in up to 50% of cases.. 

Malignant vertebral deposits often present with severe deep-seated pain that is worse at 
night and provoked by spine movement. 

In malignant and infectious cases of backache the disease process is rapidly progressive and 
a serious compression fracture or an epidural abscess might ensue. The fact that this patient 
remained stable 6 months after presentation makes such a diagnosis unlikely, as does the 
fact that there is no mention of adjuvant therapy after his original melanoma surgery. 



Mechanical back cain 

Inflammatorv back cain 

Onset 

Acute 

Insidious 

Morning stiffness 


+++ 

Effect: of exercise 

Makes it worse 

Makes it better 

Radiation 

L5/S1 dermatomes 

Diffuse 

Neurological signs 

Positive 

Negative 


A 37-year-old woman is referred to the Rheumatology Clinic w th a 2- month history of pain, 
but no swel ing, in her metacarpophalangeal ana proximal rterpna angeal (PIP) joints. She 
also comp ains of sore and gritty eyes On d>ect questioning she nas a dry mouth and 
dyspareur a. Investigations reveal: erythrocyte sedimentation ■'ate <ESR) SC- mm in 1st hour 
rheumato d factor posit ve at 1:320, ant nuclear antibodies 1:40, anti-Ro antibody pos tive 
anti-La negative. C- re active prote n < 2 mg/ . 

What is the most likely diagnosis? 


A Rheumatoid arthritis 
B Systemic lupus erythematosus 
P ■' m a ry Sj c g re n J s s > n c ro m e 

D Sarcoidosis 

E Dermato myositis 


A Rheumatoid arth-itis 


B S yste m : c I u pus e ry t he m e to s j s 


C I Primary Sjogren's syndrome 


D Sancofdosis 

E D erm atom yos it is 

Explanation 

Sjogren syndrome 

Sjogren sync rome is characterised by dry mucous membranes, especia iy affecting me eyes, 
mouth and vagina. It can e>: st as a primary condition or as a secondary entity (no other 
d sease diagnosis), “hese patients may a sc stiver from arthralg a, which resy ts in a non- 
d ef o f m i ng ' J a cco jcl'sarn re pat hy 1 . 

Arthrft s assoc 3 ted w th .oint erosion is uncommon Hypergammag obul rt aemia is a frequent 
finding and explains the high ESP Th s coulc be cons 'stent with a diagnosis of sarcoidosis 
with ante 1 ' or uveit s. out me positive anti-Ro antibody suggests Sjogren syndrome 





A 35-yea r-dld woman presents with swollen ana tender knee joints. There is a history of 
morning stiffness *or the past A montns and pa r n the fingers whi e typing or her computer. 
Or exam nation she has a temperature of 39 °C and u aerated lower i mbs, w-th 
hyperpig mentation. There are nodules over her elbows Her neutrophi count s measurer; at 
0.7 x10 9 /l. 

What is the probable diagnosis? 


A Osteoarthritis 
B Septic arthritis 
Gout, arthritis 
D Fe ty's syndrome 


E Reactive arthritis 


Explanation 
Felty syndrome 

Fs ry syndrome s a potentially se-' ous cond tion that is associated with seropositive 
(rbeumatoio-factor-posit ve) rheunn.atoid arthritis (RA) Around 1% or oa: ents with RA 
develop Felty syndrome. It is characterised by the triad or RA, sp snomegaly ana 
granulocytopenia A though many pat eats are asymptomatic some develop serious and life- 
threatening inject ons secondary to granulocytopenia. Patients commonly present with 
fcacter al infections of the skin (as in the present case) and respiratory tract A n aggressive 
level of immunosuppression directed at the underly ng RA may cootr bute to the 
suscep: bi ity to nfection 

Ir reactive arthritis, the join: involvement F ol ows a genitourinary or gastrointestinal infection. 
Septic arthritis is usua ly unilatera and acute n onset Tne.oinr wil oe held ir a flexed, 
immobile position Movement of the joint wi i be minima and excruc atingly pafnfj . 


A 74-yea r - old 'woman presents to the Rheumatology Cl nic for an Emergency appointment 
She has morn ng stiffness, particularly affecting her h os and shoulders, which lasts for up to 
the first -our of every morning She has a past history of hypertens on for which sne takes 
ramioril and atorvastat n, out n I e se of note On examination she has stiffness and 
movement restricted by pain affecting both ter hips and shoulders Her BP is 149/82 mm Kg, 
there are no othe^ aonorma f -dings. 


Investigations; 


Ho 

12.9 g/dl 

wcc 

9.1 x1C 9 /l 

PLT 

192 x10 9 /l 

ESR 

72 rnrn/l^ hour- 

Na + 

138 mrnof/l 

K + 

4.5 mrnol/l 

Creatinine 

139 micromol/l 

Rheumato d factor 

negative 

Anti-nuclear 

antibody 

negative 

USS shoulders 

Subcetto d bursitis and b ceps tendon 
tenosynovites 


Which of the above features is most consistent with a diagnosis of polymyalgia rheumatica 
versus another problem? 



A E3R 72 mim/l 5t hour 


E USE appearance 
C Creatinine '39 mi crcmc /I 
D R h eu m a to d fa c:o r n eg a : i v ity 

E Ant - nuclear a n : body negativity 


Explanation 

The answer is USS appearance - 

Subdeltoid bursitis and biceps tendon tenosynovitis is typical of polymyalgia rheumatica 
(PMR) and when found is strongly supportive of the diagnosis. Whilst the elevated ESR is 
strongly supportive of a diagnosis of PMR, it is relatively non-specific. Rheumatoid factor 
negativity and anti-nuclear antibody negativity reduce the probability of underlying 
rheumatoid arthritis or other connective tissue disease, but don't rule them out completely. 
Her creatinine of 139 micromol/l may well be related to hypertensive renal disease. 


A 48 -year-old woman presents to the clinic for review with a Diagnosis of s mple obesity 
Despite a BMI of 33 she does not have diabetes rrel itus : hypertension or dyslipidaemia Sne 
takes no regular medication. On examination ner BP is 135/82 nmhg; pulse is 75/mi n a no 
regu ar. You confirm that f ^er BMI s 33; there are no other find ^gs o = significance and routine 
b oods are norma 

Which of the following is she most likely to suffer from? 


A Osteoporos s 

B Osteomalacia 

Osteoarthritis 
D Paget's disease 


E Rheumato d a-'thdtis 


Explanation 

The answer is Osteoarthritis - 

The risk of osteoporosis is increased in obese patients with Type 2 diabetes, although in 
obese individuals without diabetes, bone mineral density is actually increased There is no 
link between obesity and increased risk of osteomalacia, Paget's or rheumatoid arthritis. The 
risk of osteoarthritis of the knees and hips in particular is significantly increased because of 
increased wear and tear related to elevated BMI. 


A 24-yea r-olo man nas been complaining of back pa n for over 12 months 
Which one of the following features is most specific for ankylosing spondylitis? 

A Limited lumbar spine mot or or physical examination 

E Back stiffness worsening as the day wears on 

C Bi atera eras on of sacroiliac joints or X-ray 

D Presence of HLA-B27 art gen or tissue typ rg 


E 


enderness bilaterally in the ower lumbar area 


A Limited lumbar spine mo: or or physical exam nation 


B Back stiffness worsening as the day wears or 


C I Bilateral erosion of sacroiliac joints on X-ray 


D Presence of HLA-B27 antigen qr : ssue typ rg 
E tenderness bilaterally in the ower lumbar ares 


Explanation 

Ankylosing spondylitis 

Bi atera sacroiliac erosion on X-ray is me feature most suggestive of ankylosing spondylic s. 
Limited lumbar spine mot or or tenderness can occur with othe* - painful back conditions 
such as disc disease or muscle strain, “he bach s: ffness in ankylosing spondylitis is worse in 
the morning and improves as the day wears on. I-LA-B27 is also found in normal ird vidua Is. 





A 55-year- old woman presents complaining of tiredness, artnra gia muscle weakness, weight 
gain and depression Boot rests show mild normocytic normochrom c anaemia with 
increased serum crest ne kinase levels 320 U/l (24-170) Her pulse is 48 beats per minute 
arid her BF is 140/90 mmHg. 

Given the suspected clinical diagnosis, which of the following blood tests would be most 
useful in the diagnosis of this condition? 


A Serum aspartate transferase 

E Serum alkaline phosphatase 

Erythrocyte sedimentation rate 

D Serum TSH 


E Serum art nuclear antibodies 


A Ser j m as pa rta te trans fe ra se 


B Se^um alkaline phosphatase 
C Erythrocyte sedimentation rate 


D I Serum TSH 


E Serum art nuclear antioooies 

Explanation 

Aches and malaise in middle age 

Relative bradycardia, weight gain, malaise., arthralgia, mildly elevated CK and 
depression are features of hypothyroidism. Hence TSH assay looking for primary 
hypothyroidism is the investigation of choice 

Polymyalgia rheumatica shows many similarities, but weight loss rather than weight 
gain is seen in this condition. Bradycardia is not a feature of polymyalgia rheumatica 
General malaise, weight loss and fever occur during the acute phase of adult 
polymyositis The major feature in adult polymyositis is progressive proximal muscle 
weakness and wasting. Pain and tenderness seen in up to 1/3 rd or patients, particularly 
on muscle palpation 




A 59-yea '-ole error c smoker w eh long-stand rt g diabetes me lit js >s admitted to hospita 
with a lung infection. He is found to have a grossly swollen and deform ec - ght ankle with 
tingling and numbness in the area 

What is the probable diagnosis? 


A Ca rdio as s 
B Mononeuritis multiplex 
C Charcot's joint 
D Thromboangiitis obliterans 


E Seotic arthribs 


Explanation 

Charcot's joint 

Charcot's deformity arises in weight-bearing joints (mainly the ankles) and may be caused 
by neurovascular changes rather than simple neurotrauma It is most commonly associated 
with chronic sensory neuropathies such as those found in diabetes mellitus, tertiary syphilis 
and syringomyelia. 


A 67-year-old man presents to tne Rheumatology Clinic for review. He is suffer ng from 
increasingly severe pa n affecting his e c t hip aid pe vis Although his GP nas prescribed 
reg j ar Ibuprofen this nas rot sign r cant y impacted on his symptoms and he is now f ''ding 
it c iff cult even to walk a few metres to tne ocai lb us stop He has a past medical history of 
hypertens on treated with Lisinopr I and fndaoamide, but ni else of rote. Or examination his 
BP s 158/32 rrrrHg. pulse is 77 m n and reg.. ar His BMI is 25 kg/m 2 . 7 exion a no externa 
rotation of the eft hip s severely jim tec oecause of pain and stffness. 

Investigations; 


Hb 

15.1 g/dl 

WCC 

S.5 x10 3 /l 

P_“ 

201 x10 9 /l 

Na" 

157 mmol/j 

K + 

4.5 mmol/I 

Creatinine 

102 micromol/l 

Glucose 

51 mmol/ 

Ca ++ 

2 2 m mo I/I 

ALP 

479 U/l 

pq 4 - 

1.1 mmol/l 

Urine 

negative for blood and protein 


Which of the following is the most likely diagnosis? 


Which of the following is the most likely diagnosis? 


A Multiple myeloma 
B Osteoarthritis 

C Osteomalacia 
D Paget's disease 
E Secondary malignancy 


Explanation 

The answer is Paget's disease - 

The pain localised to the left hip and pelvis, coupled with a rise in alkaline phosphatase, 
norma! calcium and phosphate, in The absence of ether symptoms or signs, is consistent 
with a diagnosis of Paget’s disease. Plain X-ray of the hip and pelvis is hkely to show areas of 
osteolysis and sclerosis and joint deformity consistent with a diagnosis of Paget's. Bone 
scintigraphy shows areas of increased uptake of the isotope where there is Paget’s activity. 
Bisphosphor.ates are the management of choice. 


A 54-yea r-o d woman comes to tne Emergency Department for review She has recently 
been diagnosed with partial epilepsy and began treatment wih Caroamazepine 3 months 
earlier. Over the oast 4 weeks she has begun to develop joint sains, muscle aches and nignt 
sweats, mucosa j cars and plaque ike erythematous lesions over the surface of oer skin. On 
exam ration her BP 's -32/82 mmHg; pulse is 72/mi n a no ■•egulc’ - There are no murmurs and 
her cnest is clear. You confirm mere is evidence cf a small joint pc-yarim 1 is., and 
erythematous plaques over the up oer body. 


Investigations; 


HP 

12.5 g/dl 

WCC 

9.2 xIO 3 A 

PLT 

157 x 10-71 

Na* 

157 mmc /I 

K + 

4.1 mmol /I 

Creatinine 

95 micro mo /I 

ESP 

65 mm/1 s£ hour 

Urine 

piood a no oroteir negat've 


Which of the following is most likely co be positive? 


Which of the following is most likely to be positive? 


A Anti-CCP 

B Anti-dsDNA 

C Anti-ssDNA 

D Anti -smooth m.jscle 

E Rheumatoid factor 


Explanation 

The answer is Anti-ssDMA - 

The clinical picture here is typical of drug- induced lupus (DUE), which is recognised to occur 
in conjunction with Carbamazepine, with symptoms appearing anywhere from 3 weeks to 2 
years after initiation of the offending agent. Anti-CCP and rheumatoid factor are more 
associated with rheumatoid arthritis, anti-dsDNA with systemic lupus erythematosus and 
anti-smooth muscle antibodies with autoimmune hepatitis. Symptoms of OLE resolve within 
a short period of discontinuing the responsible medication. 

Agents recognised to cause drug-induced lupus are listed below: 

Ant iai rhythmics - Procainamide and Quinidine 
Antibiotics - Minocycline, isoniazid, Rifabutin 
Antifungals - Griseofulvin and Voriconazole 

Anticonvulsants - Valproate, Ethosuximide, Garb amaze pine, and hydantoins 
Anti hypertensives - Hydralazine, Methyldopa, and Captopril 
Anti-inflammatories - Penicillamine and Sulfasalazine 
Anti psych otics - Chlorpromazine 

Cholesterol-lowering agents, - Lova statin, Simvastatin, Atorvasratm, and Gemfibrozil 
Biologies - Interleukins (eg, IL-2), interferons (eg, al f a, beta, gamma},TMF-tc (Etanercept, 
Infliximab, Adalimumab), and Rituximab 
inhalers - Tiotropium bromide inhaler 

Chemotherapy agents -Docetaxel, Pacliitaxel, CabazitaxeJ, Gemcitabine 


A college student complains cr pa nful mouth ulcers associated with pain ano swelling in 
both hands. She has nad several eoisodes of vasospasm in her fingers* with pallor, cyanosis 
and subsequent redress caused by reactive hyperaem a. Blood tests reveal an: bodies to 
double-stranded DNA (ant -dsDNA) and art nuclear antibodies 

What is the most likely diagnosis? 


A B eh get's syndrome 


B Wegener's granulomatos s 

Systemic lupus erythematosus 
D 5y sterni c scleras is 


E Sjogren's syndrome 


Explanation 

Systemic lupus erythematosus 

The diagnosis of systemic lupus erythematosus (SLE) is established by the identification of 
antinuclear (ANA) and anti-double-stranded DNA antibodies. Raynaud’s phenomenon is 
common in SLE and is likely to be idiopathic in this young woman. 

Features of systemic sclerosis can include calcinosis of subcutaneous tissues, Raynaud's 
phenomenon, disordered oesophageal motility, sclerodactyly and telangiectasia. 


A 43-year-old man with a past history of hypothyro disrr presents with a 3-month history o* 
pain and sc ffness in the jo nts of h 3 hands and feet. He 5 so gives a history of dyspnoea, 
which started 6 weeks ago Examination shows swollen hand joints and s gns of a right 
p eural effusion. A Diagnosis of rheumatoid arthritis s made 

Which one of the following is characteristic of a rheumatoid pleural effusion? 


A it is s transudate 

£ it has a low glucose level 

Long-standing mejmatoia effus ons have low cholesterol levels 
D it has a high pH 

E It shou ei be t reate c o\ decortication 


A It is a transudate 


B I It has a low glucose level 


C Lo ng -standing r h eu rr a to i c e ff u s o ns ha v e I o w ch cl esterol I eve I s 

D It has a hign pH 

E It should be treated oy decortication 

Explanation 

Rheumatoid pleura! effusion 

Up to 5% of patients with rheumatoid arthritis develop pleural effusions at some stage. 

P sural effusions are more common n men Tnese effusions am exudates and typical y have a 
low pH {< 7.2) m a n gh lactic acid os hydrogen ass (LDH) level and a low glucose level 
Rheumeto d arthritis s unlikely :c be the cause of an effusion r the g ucose leve in the fluid 
is over 1.6 mmoi/l. Large amounts of cho esterol can accumulate in Song-standing rheumatoid 
p eural effusions. 

Treatment: Fa: ents shou d be treated init : al y with noh-steroida anti-inf ammatory crugs 
(NSAIDs). Decortication shou d be considered in oat ents with thickened pleura who are 
s y m pt omatic w it h d y s pnoea. 




A 51 - yea r-o id ms n presents 'with a 2- month history of pain affecting cis s ho ulcers, <nees, 
wrists and hancs. He describes early meaning stiffress ast n g fc v 1 hour Tnere is swelling of 
his left ankle and second a no tn rd metacarpopha angeal (MCP) jc ms on both hands He nas 
lost 3 kg n weight and has a low-grade pyrexia 

Investigations reves normochromic n-o'mocyt c anaemia with naemogjobin 9.7 g/dl, 
erythrocyte sedimentation rate (ESR) 56 mm in 1st nour, C-reactlve o rote i n (CRP) 21 mg/I, 
rheumatoid factor a no ant nuclear ant body botn negative, creatine erase 163 U/l 

What is the most likely diagnosis? 


A Pa ra r- e o p a st c s y n drome 

B Po y m ye ciia r he u n a : : c a 
C Re ter J s synorome 
D Rheumatoid a nh r it is 

E Temporal arterit s 


A Pa ranee p ast c syndrome 

B po y m y alg fa rhe u n a : c a 
C Renter's syndrome 


D I Rheumatoid arthritis 


E Tempera- arteritis 

Explanation 

Diagnosis of rheumatoid arthritis 

“hese f ridings satisfy the American College of Rheumatology (ACP) criteria for meumatoid 
art- r tis A oosit ve -'heumatoic factor is not necessary e-d systemic features such as pyrexia 
an ci weight loss can occur without there being an unde r y ng rral gnancy. 




An 8-yea r -alc Japanese ooy comp ains of pain in his elbows anc knees, w th swell ng of nis 
hands and feet. On examination, hiis temperature 3 39 C C, pulse 120/minute and b ooc 
pressure 100/60 mmHg. His tongue is red in colour. Conjunctiva congestion and cervical 
lymphadenopathy are noted. 

What is the most likely diagnosis? 


A Kawasaki's d sease 

E Sjogren's syndrome 
C Diffuse cutaneous systemic sclerosis 
D Ben pet 's syndrome 


E Fe by's syndrome 


Explanation 

Kawasaki disease 

Kawasaki disease is an acute systemic disorder of childhood that predominantly occurs in 
Japan {800 cases per million in children under the age of 5 years). The causative factor is 
not known, but Mycopfasma and HIV infection may be associated in some cases. 

Principal clinical features: 

Fever persisting for more than 5 days 

Bilateral conjunctival congestion 

N on-purulent cervical lymphadenopathy 

Polymorphous rash 

Arthralgia 

Palmar erythema 

Strawberry tongue 

Differential diagnosis 

Diffuse cutaneous systemic sclerosis is associated with skin, renal and gut involvement. 
Arthralgia, morning stiffness and flexor tenosynovitis are common. Behcet syndrome is a 
vasculitis of unknown aetiology that characteristically targets venules. Felty syndrome is the 
association of splenomegaly and neutropenia with rheumatoid arthritis. Lymphadenopathy 
is common and there is a predisposition to recurrent infections. 


A 39-year-old woman presents with eoisodes oft rglhg. numbness and burning c" th 
fingers o z both hands over the past year Her doctor thinks it cou d fce Ray naud's 
phenomenon 

With which disease is this phenomenon most often seen? 


A Systemic sclerosis 


B Systemic Lupus erythematosus 


C Cryoglobulinaemia 


D Polyarteritis nodosa 


E Adult polymyositis 


A 


Systemic sclerosis 


B Systemic: lupus eiythematosus 


C lyogLob u Lin ae mta 


D Poly arte litis nodosa 


E Adult polymyositis 


Explanation 


Raynaud’s phenomenon 

Raynaud's phenomenon s seen in almost 100% cases of systemic sclerosis and car- precede 
the onset of the fu -blown cisease by many years. It s less common in systemic up us 
erythematosus (SLE). The condition may also be seen in other o sorders, such as 
polya rtentas nodosa, cryoglobulinaemia and acu t poly my os tis 




A 32 -year-o d woman : s referred :c the Rheumatology C ini c for rev ew. She has a h story of 
smssl Joint polyarthritis affect ng her elbows. knees : wrists and the PIP .oints of both nancs. 
She is rheumatoid factor and am -CCP antioodv pos tive Her GP has attempted therapy win 
Naproxen for the past 8 weeks with little relief, and her symptoms pre-date first presentation 
to the GP by at least 6 weeks Examination reveals evidence of act ve synovitis. 

Investigations: 


HP 

12.8 g/dl 

WCC 

7.2 X1C-/I 

PLT 

345 xIO 3 /! 

Na 4 

138 mmol/l 

K 4 

4 3 mmol/l 

Creatinine 

95 micro me /[ 

ESR 

75 mm /I st hour 


Which of the following is the most appropriate next step? 


A Addition of Eta ne roe pt 

B Corticosteroids and Methotrexate in combination 
C I- gh dose corticosteroids as monotherapy 

D Methotrexate 

E Switch d £ MSAID to Ibuprofen 


Explanation 

“he answer s Cort costeroiids and Methotrexate in combination - 

Early and aggressive therapy w th respect to rheumatoid arthritis is now well recognised tc 
limit jc nt damage over the longer term. It is also recognised that comb ration therapy with 
cor: co steroids and a second line agent such as methotrexate has a create 1 ' chance o e 
achieving clinical remission High dose cor: costeroids alone and methotrexate alone are also 
more likely to be associated with dose re ated adverse events. Switching :ne MSA ID will rave 
little or no chance o~ prevent ng permanent joint damage and according to NICE biologicals 
are ret rdicatecs uno the failure of conventional DMARDS has occurred ( ° contrast to 
anky osing spondyl tis wnere a recommendation is made to move :e biologicals after failure 
of two N SAIDS). 
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A 2.2-year-old student with ankylosing spondylitis has ncreasing back pain and early 
morning stiffness. 

What treatment would you advise? 

A Paracetamol 

E. Colchicine 

C Laminectomy ano spinal fusion 

D Oral prednisolone 


E Oral NS AID-s 


A Paracetamol 

B Colchicine 

C La m i -1 ect o m y enc s pi n a I fusion 

D Oral prednisolone 


E I Oral NS A IDs 


Explanation 

Treatment of ankylosing spondylitis 

Non-steroidal anti-inflammatory drugs (NSAIDs) are often effective in relieving the 
symptoms of ankylosing spondylitis. Paracetamol will not help, while colchicine can cause 
vomiting and severe diarrhoea. Oral steroids should be avoided Total hip arthroplasty has 
largely obviated the need for difficult spinal surgery in those with advanced deformity. 





A 63-year- ole woman presents with pa n and marked swel ing affect ng her proximal 
inter phalangeal, distal nterphalangea and carpometacarpal joints or. both hands The 
eoisodes of pain and swelling respond to non-sts ro da anti- inflammatory drugs. (NSAIDs). 

P ain rad a graphs demonstrate erosions in a gul -w ng pattern but no periarticular 
osteoporosis A -ull b ood count is normal, meumatoic factor and antinuclear antibodies a-e 
negative T"e erythrocyte sedimentation rate (ESP) is 29 mm in 1st hou' and the C- react ve 
protein (CRP> is 10 mg/I. 

What is the most likely diagnosis? 


A E ros i ve oste oa rth ri t?s 

B Polyarticular gout 
Psoriatic arthritis 

D R h eu m a to d a ft hdtis 


E Seronegative arthritis 


Explanation 

Erosive osteoarthritis 

“his scenar o describes the classic features of erosive inf ammatory osteoarthritis The gull- 
wing or inverted-! pattern of erosions is typical of erosive nfSammatory osteoarthritis It is 
commonly confused with rheumatoid arthritis but o £ note there s no juxta-arcicula” 
osteoporosis. 

Were this to be inflammatory arthritis then it wou d be expected that both toe ESR and t r e 
CRP would be sign ficantly abnormal, as you can see in this case both are normal or just 
above the normal range 


A 22 -year- old woman presents with red scaly pi a cues on her elbows, knees, ower deck and 
scalp. Sne also has pitting ard yel ow-brown discoloration of oer rails and painfti deformed 
finger and toe joints. 

Given the likely clinical diagnosis, what would be the most appropriate treatment, taking 
current UK guidelines into account? 

A NSAIDs 

E Sulfasalaz re 

C Methotrexate 

D Corticosteroids 


E Etaneroept 


A NS AIDS 

E Sulfasalaz ne 


C I Methotrexate 


D Corticosteroids 

E Etanercept 

Explanation 

Treatment of severe psoriatic arthropathy 

This patient has psoriasis with na i anc .oint involvement. As the disease is severe, 
methotrexate or ctclosporin may be given to control the skin tesions anc arthrit s. 
Etanercept (ful y humanised tumour necrosis facto- 1 alpha, TNF-a inhibitor) r'as teen 
fo-jnc to oe high, y effective n the treatment of severe skin ana Joint d 3 ease, out it is 
only re com men dec when conventional c sease-moc Tying agents have fa : led. 
Non-steroidal anti- nflammatory drugs (NSAlDs) and/or analges cs help the pain but 
they can occasionally exacerbate the skin lesions. 

Sulfasalazine is prescr bed for mhcer, polyarticular cases. 

Corticosteroids taken ora ly na\ destabil se me skin d sease and are dest avoided 




A 65-year-old woman who lives alone com pi a ns of '-creasing pain in her left <ree and 
episodes of the joint 'g vino way'. She is no anger able to cl rto stairs Valgus deform ity with 
instabi :y s a so noted She current y takes 6-8 Co- cod a mo I 30/500 tablets per day. 

Which of the following treatments would be most appropriate for her? 


A Oral NS AlOs 

B I rt ra- art cula r ste roi d i nj ect i on s 

C Joint replacement 
D Physiotherapy 


E Hormone replacement therapy 


A 


Oral NSAIDs 


E 

Intra- articular steroid injections 

C 

Joint replacement 

D 

Physiotherapy 

E 

Hormone replacement therapy 


Explanation 

Management of osteoarthritis 

Disabl ng osteoarthr tis in tne elder y who live alone requires def n tive treatment sc that 
the r independence is not curtailed. Join: replacement would be the best cho ce in this case. 




A 52-year -old man presents w th an acutely pa nful and reel night big toe. his uric acid level is 
0.6 mmol/1 (nomnal range 0.23-0.46 mmol/1) 

What is the most common cause of hyperuricaemia in gout? 

A Increased production of uiic acid 

B Inborn error of metabolism 

C Decreased removal of uric acid by the Liver 
D Impaired renal excretion of uric acid 


E Decreased faecal excretion of unc acid 


A Increased production of uric aad 


B Inborn error of metabolism: 

Decreased removal of uinc aad by the Liver 


D I Impaired renal excretion of uric acid 


E Decreased faecal excretion of uric acid 

Explanation 

Hyperuricaemia in gout 

Around 90 % of patients w th gout have impaired rena excre: on of urate. 10% exhibit 
increased production, while less than 1% have an inborn error of metabol sn that leads to 
purine over production Tie ver is no: involved in urate "err oval. Although one-third of uric 
ac d is removed r me faeces, faecal re m ova s not associated w th hyperuncaemia. 





A 27-year-old woman with systemic lupus erythematosus (SLE) comole rs of central chest 
pain which s worse or nspration, Auscultation of her heart revea s no abnormality. You 
suspect, however, that her sym atoms e-e due to cardiac nvolvement by SLE 

What is the inosc likely pathology? 


A Myocarditis 
B Aortic valve lesions 
Ca rdio myo oathy 
D Pericardii s 


E Libman-Sacks syndrome 


A Myocarditis 


E. Aortic valve lesions 
Cardiomyo oa thy 


D I Pericarditis 


E Libman-Sacks syndrome 

Explanation 

Cardiac involvement in SLE 

“he heart is i rtvc vec r 25 % of pat ants with system c lupus erythematosus (SLE). 

Peri card it s with small peri card a I effusions detected by echocardiography is common A 
mild myocarditis also occurs, giving rise to anmythm as. Aortic vs ve lesions and 
cardiomyopathy occur rarely. A non-in feet ive endocarditis involving the ti tral valve 
(Libman-Sacks syndrome) is very rare 




A 20-year-old mar is seen in the cl nic with a rash over h s buttocks anc ower legs and pair 
ana swelling tn doth knees. Two weeks ear ier he had an upper respiratory tract infection. His 
b ooo pressure s 170/100 mrmHg. Rcu:i-e blood tests are unremarkab 0 except for raised gA 
levels and an ESR of 62 rrrr/1 st hour. Ur na lysis shows evidence c = prote nuda. 

What is the most likely diagnosis? 


A Henoch-SchonJe n purpura 
B D i Tu se c ut a n eo us s y ste n i c sc I e ros i s 

C Po y a rte ri 1 is no d osa 

D Microscopic polyangiitis 


E Haemo y: c-uraem c syndrome 


Explanation 

Henoch-Schonlein purpura 

“his patient has Henoch-Schdnie n ourpura, characterised by ra sed IgA levels causing IgA 
nephropathy. It is a smal -vessel vascu tis that usual y occurs n children and young adults. 
Enc-stage renal failure is rare in this condition 

Differential diagnosis 

Haemolytic- uraemic syndrome usual y occurs following a gastrointestinal nfectior and 
b oody diarrhoea caused by Escherichia cot, i (0157 serotypes), wh ch produces a verotoxin 
“here s severe microangiopachy, anaemia and thrombocytopenia progressing to acute rena 
failure 

Microscopic polyangiitis presents with rapidly progressive glomerulonephrit s wh ch : s often 
associated with alveolar haemorrhage Cutaneous an c gastrointes: naf involvement s milarto 
that in polyarteritis nodosa is common Less common features are neuropathy and pleural 
effusions (15%). These patients are a sc positive ~or perinuclear ant neutrophi cytoplasmic 
antibody (pANCA). 

“he cl ni'Cal features are not suggest ve of o ffuse cutaneous system c sc erase. 


